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THE DIAGNOSTIC VALUE OF THE CLINICAL ASPECTS 
OF DIGESTIVE DISEASES.* 


Wiri11am J. MA.tory, M.D., 
Washington, D. C. 


“IT am of opinion that so far as concerns knowledge of 
nature, one can know nothing definite about it except from 
medicine; but this may be thoroughly learned when men 
go about it rightly.”—Hippocrartes. 


The word “clinical” is used here in its original 
meaning, that is, leaning or reclining, and therefore 
bedside; and by “aspects” is meant all that may ap- 
pear to the eye and the mind of the trained physician 
at the bedside of the patient. 

These aspects of disease are becoming more justly 
appreciated since the generalized use of instrumental 
methods of examination of the patient has begun to 
teach us the importance of clinical methods of diag- 





nosis. because in so many instances all the facts eli- 
cited by technical means are inadequate to explain 
a situation or to construct a clinical picture, and we 
must then return to the history, symptoms, and physi- 
cal signs for an interpretation of the problem pre- 
sented by the sick person. 

When we come to consider the manifestations of 
disease, we find that the word “symptom” has a 
much deeper meaning than is usually allowed. What 
a patient feels that is unpleasant or painful is com- 
monly referred to as a symptom, but the word de- 
rived from sym- (together) and tom- (from toma, to 
fall) really means a falling together, so the word 
derives its significance from the when, where, and 
how relation to other events and experiences. 

While always of great interest to the patient, symp- 
toms may be erroneously considered either trivial or 
ominous; their true significance is known only to the 
experienced physician. 

One patient is much perturbed by a “fluttering in 
the stomach” with “something rising up through the 





*From the Department of Medicine, George Washing- 
ton University School of Medicine. 
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chest to the back of the neck and top of the head”. 
While another, with “pain under the breast-bone 
running down the left arm” is not anxious but only 
wants something for the “relief of neuralgia”. 

The doctor’s interpretation is quite the opposite 
in values. The first is trivial; the second, por- 
tentous. 

Let us consider some symptoms and their inter- 
pretation, as examples. 

The child that vomits breakfast every school day, 
but is well and happy Saturday and Sunday, prob- 
ably has no disease of the stomach, but an anxiety 
state. The wife who has indigestion only after those 
meals eaten in company with her husband is prob- 
ably in similar state. 

Pain in the region of the stomach may mean almost 
anything, but when it occurs punctually at a certain 
time after eating and is definitely relieved by soda or 
food. it begins to have much more specific signifi- 
cance. 

A lump in the throat may be alarming to the pa- 
tient, but when it is said to move up and down, and 
comes and goes with change in the emotional state, 
it is not of grave significance. 

Difficult swallowing, in the absence of significant 
previous history or coexisting disease, when it oc- 
curs suddenly under emotional stress, is severe, and 
then disappears temporarily with or without treat- 
ment, is nearly always due to cardio-spasm and not 


to organic obstruction. This is especially true of 


those cases having equal difficulty with liquids and 
solids, and is to be managed by non-irritating food, 
sedatives and anti-spasmodics. 

If, in passing the Ewald stomach tube, obstruc- 
tion is encountered at the distance of forty-two centi- 
meters or sixteen inches from the incisor teeth, this 
obstruction may be due either to spasm, in which 
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case it would be intermittent, or to an organic lesion, 
in which case it would be constant. When obstruc- 
tion is encountered higher up in the esophagus, it 
is-most certainly organic in nature. 

Very rarely I have seen cases of dysphagia in 
which X-ray examination showed no evidence of 
pathology, whereas a month later definite evidence of 
carcinoma was found by the same roentgenologist. 
There is one report in the literature of an instance 
in which diagnosis of carcinoma of the lower end of 
the esophagus was made after examination by the X- 
ray and esophagoscope, and X-ray therapy used; but 
about eighteen months after the beginning of symp- 
toms, an obstructing mass of persimmon skins was 
removed, with complete relief. Carcinoma was not 
present. 

Many years ago, Paul Cohnheim taught that di- 
gestive disturbance with a multiplicity of varying 
symptoms and no pain was functional in character, 
whereas pain indicated organic disease. : 

Unqualified statements are dangerous, especially 
concerning medical conditions, but Cohnheim’s gen- 
eralization is usually correct. 

One grave exception should be noted: If an adult 
person, previously free from digestive disturbances, 
while “eating everything” as the saying is, develops 
any digestive disturbance without clear evidence of 
provocation, cancer should be thought of; and an- 
other safe generalization is, cancer of the stomach 
cannot be recognized in time to benefit the patient 
by any other means than X-ray examination. 

Cancer may be found on gastroscopic examina- 
tion, it is true, but X-ray examination is more avail- 
able. 

One serious condition of the stomach can be read- 
ily recognized without laboratory aid, that is, pyloric 
stenosis. When a patient repeatedly vomits recog- 
nizable food, identified as that eaten twelve or more 
hours previously, organic pyloric obstruction from 
some cause is present. 

Or, finding of food, for example, rice and raisins, 
in the stomach, by aspiration with the ordinary 
Ewald stomach tube twelve hours after the food was 
ingested, is a sure sign of pyloric obstruction. 

Visible peristaltic waves passing across the epi- 
gastrium from left to right have almost the same mean- 
ing, and only a good surgeon can cure or relieve the 
condition, depending upon the underlying cause, that 
is, whether simple stricture or cancer be found. 

So-called heartburn is at times a very deceptive 
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symptom. Commonly, this is supposed to be due t 
excess of hydrochloric acid in the stomach, but burn- 
ing is sometimes absent when acid is present an 
present in complete achlorhydria. 

We therefore have the paradoxical state of affairs, 
in which a little dilute hydrochloric acid after meals 
may sometimes relieve heartburn, when alkalis prove 
to be useless. 

The well known syndrome of duodenal ulcer, 
namely, discomfort, pain, burning and even vomit- 
ing, recurring punctually at a given time after food, 
and definitely relieved, temporarily, by food, soda or 
vomiting, is only too easily recognized. I say, too 
easily recognized, because these symptoms, even 
though occurring in significant sequence, do not in- 
fallibly mean duodenal ulcer, as is often erroneous- 
ly supposed. 

The reason for this is that one essential factor in 
the production of this syndrome is spasm of the 
pylorus, and the latter may be and often is, pro- 
duced by conditions other than ulcer. 

When such a group of symptoms is present, even 
with some presumptive laboratory findings, and are 
not markedly relieved by six daily feedings of a 
bland diet, with the use of anti-spasmodics and 
antacids, then either ulcer is not present, or, if pres- 
ent, is complicated by some other condition such as 
adhesions, pyloric stenosis, chronic appendicitis or 
gall bladder disease. 

If gall bladder disease is present, repeated care- 
ful inquiry will reveal that on some occasions the 
pain was prolonged for hours, or was not relieved by 
soda or vomiting. 

One type of chronic recurrent digestive disturbance 
is best described under the classification of gastric 
atony or motor disturbance of the first degree of 
Boas. 

The symptoms are commonly every variety of 
misery except pain. They are usually misinterpreted 
and the treatment is therefore often a failure. 

The patients cannot eat a big meal because they 
“fill up too quickly”. ‘Appetite is lost while still 
eating.” “There is a lump, weight or knot in the 
stomach.” “Food is too heavy.” “Gas forms”, and 
they can’t “bring it up.” Everything disagrees, more 
especially the liquid, soft, mushy diet and milk that 
has been resorted to because the stomach was “‘weak”’. 

It is noticeable that there are days of freedom from 
symptoms when all is well without change of diet, 
and then recurrences of distressing discomfort, asso- 
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ciated with worry, frustration and depressing circum- 


stances. 

On physical examination these patients are found 
to present the physical habitus and figure seen in the 
Botticelli type of art. They are asthenic, enteroptotic, 
undernourished, hyperesthetic, ambitious beyond their 
physical resources. There is a long thorax, sunken 
epigastrium, prominent lower abdomen, carrying 
posture, in other words, the typical “debutante 
slouch”. A splashing sound is elicited in the epi- 
gastrium. There is a narrow costal angle, and fre- 
quently a floating tenth rib and movable kidney. 

These patients will never be cured by removing 
Lane’s kink, Jackson’s membrane, or the gall blad- 
der, shortening the uterine ligament, amputation of 
the vermiform, or any other appendage. 

Women having this type of indigestion are well 
while pregnant, but advice in that direction, although 
“one of Nature’s remedies”, is a counsel of perfection 
which the doctor hesitates to give, and the patient 
may refuse to accept as being not only a major op- 
eration but one that may require repetition. 

Thrown back upon artificial means, most benefit 
will be derived from a solid, concentrated, tasty fat- 
tening diet, an abdominal support, with more rest 
and recreation. Relief from some household 
such as even a part-time maid may give, or relief 
from the care, worry and frustration associated with 
a hopelessly ill or childishly senile old person in the 


care, 


family. 

Malfunction of the colon is a most common cause 
of digestive disturbance, and since the symptoms are 
usually manifested in the region of the stomach, in- 
stead of the lower abdomen, they are misinterpreted, 
and again treatment is a failure. 

This will be understood when it is recalled that ex- 
perimentally and clinically it has been shown that 
mechanical or chemical irritation of the sigmoid will 
produce disorder of the motor function of the 
stomach, more especially pylorospasm. 

The symptoms and signs which should warn us 
that we are dealing with this combination of rela- 
tions are—soreness across the abdomen on rising in 
the morning, irregular bowel action, especially alter- 
nation of constipation and diarrhoea, irritative action 
of laxatives, as shown by their action being either 
none or too much, and the passage of scybalous 
masses often with mucus. A palpable tender sigmoid 
is usually found. 

If, in addition to these symptoms and signs, the pa- 
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tient has been using bran for the relief of constipa- 
tion, as is so frequently the case, and eating freely 
of raw vegetables, nuts and salads, a favorable prog- 
nosis may be given. The treatment is—a strict bland, 
smooth diet with any one of the gelatinous emollient 
bulk-producing substances, with full doses of seda- 
tives and anti-spasmodics. 

These will bring relief, never experienced from 
the so-called digestants or diets directed to the gastric 
function. 

I have seen such cases diagnosed as peptic ulcer, 
on account of the pylorospasm, and so treated for a 
considerable time in vain, to be ultimately relieved 
by measures directed to the colon. 

Then, there is a type of intestinal indigestion, first 
placed in the nosology of disease by Schmidt of 
Halle, nearly thirty years ago, but which still fre- 
quently escapes recognition. The name of the con- 
dition is ‘Intestinal Fermentative Dyspepsia.” 

It is characterized by an afebrile diarrhoea, 
chronic recurrent abdominal discomfort, gas, dis- 
tention, bloating, and general malaise. Roentgeno- 
logical examinations give only negative information 
and elaborate search for specific infections, intestinal 
parasites, leave the clinician in the dark. While the 
right kind of laboratory examination will confirm 
the diagnosis, the disease can be definitely recog- 
nized by a careful gross examination of the excreta, 
which would show the following characteristics: volu- 
minous, mushy in consistency, but not watery; frothy, 
containing fine gas bubbles and obviously fermented; 
sour in odor and acid to litmus paper. This appear- 
ance and condition is due to undigested starch and 
consequent fermentation in the lower bowel. 

A therapeutic test and relief may be provided by a 
certain diet, high in protein, free from potatoes, 
legumes, green corn and coarse uncooked cellulose. 
Starch digestants in large doses are of additional 
benefit. 

Having said so much about the vague chronic, re- 
current digestive disturbances, which, while annoy- 
ing and distressing to the patient, even producing 
some inefficiency for work, still are not dramatic in 
manifestation or dangerous in their consequences, it 
is now in order to amend this by some discussion of 
acute conditions. 

One serious acute condition, which is increasing in 
frequency, is the so-called “food poisoning”. This 
is our old acquaintance, “ptomaine poisoning” but, 
of course, it is now known that it is not ptomaine 
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poisoning—that is, the decomposition products of 
protein food, but food that has become contaminated 
with pathogenic bacteria. 

The increase in frequency is undoubtedly due to 
the quantity production of ready-prepared foods, 
such as sandwiches and salads and their storage in 
advance for crowd consumption. 

Under these conditions a slight contamination with 
bacteria at the time of preparation, and their subse- 
quent growth may result in the poisoning and infec- 
tion of a large group of people, unless the food is 
stored under conditions which inhibit the growth of 
bacteria. 

This condition must be recognized and treated be- 
fore a scientific bacteriological diagnosis can possibly 
be made. A person, or more frequently, a group of 
persons, previously in ordinary good health, are sud- 
denly seized with the symptoms of severe abdominal 
pain, nausea, vomiting, diarrhoea and collapse. This 
is especially apt to occur after group excursions, 
picnic parties and luncheons. Unless the treatment 
is prompt, even death may occur as a result of dehy- 
dration, liver and kidney damage. 

The treatment is—elimination, if this is not al- 
ready complete; control of exhausting diarrhoea and 
vomiting by morphia and belladonna hypodermical- 
ly; and the administration of normal saline solution 
with or without dextrose intravenously. If such treat- 
ment is not available immediately, copious drafts of 
hot tea is the next best remedy. 

Another acute condition is the manifestations of 
the so-called “acute surgical abdomen”, meaning by 
this term, symptoms of an acute condition in the ab- 
domen, requiring immediate surgical treatment. This 
is apt to produce panic in the physician and cause 
him to lose clinical perspective and cloud his diag- 
nostic acumen. 

This is not strange because statistics show that in 
one metropolitan city 20 per cent of the cases of 
appendicitis had already ruptured when operated 
upon, and furthermore, the mortality in this group 
was 20 per cent; while in the unruptured group, the 
mortality was nil. This would make it seem safe 
and reasonable to operate upon every man, woman 
and child having a pain in the lower right quadrant 
of the abdomen. 

But when the urological surgeon reports that more 
than 20 per cent of the patients having surgical dis- 
ease of the right kidney have had the appendix re- 
moved in vain for the relief of symptoms, the 
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harassed family doctor is “given to think furiously”, 

Now, clear thinking is difficult at all times, but it 
is especially so in the presence of an alarming emer- 
gency. However, previous mental exercise is as use- 
ful for valid decision and sound judgment as is 
physical culture for adept muscular action. 

Experience with both the assumed and the really 
acute abdomen points to certain pitfalls and repeated 
errors. To be reminded of these is to be forewarned 
to a certain extent for the acute emergency. 

Some of these old acquaintances will now be intro- 
duced. We have all met them before, but do not 
always readily recognize them, for they often appear 
in disguise, and masquerade, as it were. 

The following group I have encountered in my 
own personal experience, and also find that they are 
repeatedly mentioned in the literature of clinical 
medicine as examples of occasional humiliating 
errors in diagnosis. 

It is convenient to divide these into three groups: 

1. Intra-thoracic conditions, sometimes given 

symptoms of acute surgical disease of the ab- 
domen. 

2. Pneumonia, especially the right apex. 

Acute pericarditis. 
Certain mediastinal diseases. 
Coronary occlusion. 
Angina pectoris. 
Rupture of the heart, first stage. 
Pneumo-thorax, acute, spontaneous. 
Aneurism, with slow leakage into the medi- 
astinum. 
Intra-abdominal conditions, giving symptoms 
of acute surgical disease, but not requiring 
surgical treatment. 
Pyelitis. 
Nephrolithiasis. 
Dietl’s crises. 
Acute disease of the adrenal gland. 
Intestinal parasites; round worms and amoe- 
bic dysentery. 
Mucous colitis. 
Acute diverticulitis of the colon. 
3. Miscellaneous conditions: 
Meningitis in the early stage. 
Encephalitis in the early stage. 
The crises of tabes dorsalis and of sickle- 
cell anemia. 
Typhoid fever. 
Typhus fever. 
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Referred pain from spinal disease. 
Tonsillitis. 
Herpes zoster. 

Lead colic. 

Acidosis of diabetes mellitus. 


When confronted by a case of suspected acute 
intra-abdominal pathology, requiring surgery, it will 
be helpful simply to recall to mind the above con- 
ditions. 

Often a given disease is not recognized and diag- 
nosed simply because it is not thought of—it simply 
does not enter the mind. When once the clinical 
picture is recalled and the patient re-examined with 
this in mind, the features will be recognized and the 
diagnosis established. 

In preparation for such emergencies, one might 
bear in mind the following general principles: 

1. Acquire the best possible acquaintance with 
the classic descriptions of diseases. We cannot recog- 
nize, that is, re-know a thing until we have once 
known it. 

2. In the presence of an assumed emergency, take 
steps to-meet the possible major requirement. Call 
the surgeon at once, in order that he may have the 
advantage of observing the progressive development 
of symptoms, even if immediate operation is not 
clearly indicated. 

3. During the few hours which seem inevitably to 
intervene between the consultation and the operation, 
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let the physician re-study the case from the follow- 
ing points of approach: 

(a) Previous history. This source of significant 
information is often entirely ignored, simply because 
the present complaint is acute. A knowledge of 
previous illness, operations, or attacks may cast re- 
vealing light on the present illness. 

(b) Review again the circumstances of the pres- 
ent attack, until the antecedents and orderly sequence 
of the symptoms are clearly established in mind. 

(c) Re-examine the patient in the light of any 
new data and, above all, do not limit the examina- 
tion to one domain. Obvious facts which appear to 
solve the problem may present only one aspect of the 
case. Other possible, though less probable, relations 
should be considered and investigated. 

(d) A few hours of quiet seclusion of the patient 
at rest in bed in the hospital under close intelligent 
observation will sometimes suffice for the subsidence 
of symptoms, or the development of signs which will 
enable the physician to place the case in the appro- 
priate category, and result in rational, effective treat- 
ment. 

“Life is short and the (healing) art is long; the oppor- 
tunity (to administer remedies) fleeting; experiment is 
dangerous, the decision difficult. 

“One must not only do the right thing one’s self but 
make the patient and all about him concur. 

“You must not only do the proper thing, but do it at 
the right time.”—HIPpPocrATES. 


1720 Connecticut Avenue, Northwest. 





GRAPHIC EVIDENCE OF RESPONSE WITH SULFANILAMIDE IN 
PNEUMONIA AND PNEUMOCOCCAL INFECTIONS. 





RussE._ B. Wiii1aMs, M.D., 
and 
Grorcr B. Lawson, M.D., 
Roanoke, Virginia. 


The following are brief histories with admission 
physical and laboratory findings, on seven desper- 
ately-ill patients suffering with pneumonia or other 
pneumococcal infection, who were treated with sul- 
fanilamide in the manner indicated. With them we 
present graphic records of their clinical course to 
aid in collective vizualization of their therapeutic re- 
sponse following administration of the drug. Ad- 
ministration of the drug is indicated on the charts by 





upward pointing arrows, discontinuance by down- 
ward pointing arrows, while change in dosage is in- 
dicated by downward pointing arrows with dotted 
lines. 

Case I.—Mr. R. L. A. was admitted to the Jeffer- 
son Hospital on December 23, 1937. The patient 
was a thirty-year-old male with the history that three 
days previously he began to have weakness, malaise 
and progressive fever; with onset of cough and pain 
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in the chest one day prior to admission. At the same 
time he began to have blood-tinged sputum. 

Physical examination: We found a heavy-set male 
with flushed face, herpes of upper lip and grunting 
respirations. The percussion note over his chest was 
normal except for dullness at the inferior right 
scapular angle. Everywhere the breath sounds were 
high pitched and wheezing with a few musical rales. 
There were numerous fine, moist, bubbling rales at 
the right base. The patient looked extremely ill. 

Laboratory Findings: Sputum—showed an occa- 
sional gram positive encapsulated diplococcus which 
failed to type.* By the next day, the sputum was 
positive to types two and three pneumococcus.* 
Blood agar plates showed mixed infection of both 
hemolytic and viridans colonies. Blood—hemoglo- 
bin 92 per cent. Urine—albumin one plus; pus, 
trace. 

Therapy: Sulfanilamide grains fifty was given 
shortly after admission and followed every four hours 
by grains ten. 

Case II.—Mrs. A. L. W. was admitted on Decem- 
ber 24, 1937, a fifty-three-year-old white female 
whose present illness was preceded by two weeks of 
weakness followed by aching pains in the shoulders 





*Neufeld reaction of pneumococcus types 1, 2, % 52 
and 8. 
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and back, and then elevated temperature for three 
days prior to admission. Two days prior to ad- 
mission she developed chills, high fever, and a dry 
hacking cough with only slight expectoration. 

Physical Examination: The patient looked rest- 
less and toxic with rapid, shallow respirations, hot 
dry skin and mucous membranes. The lungs were 
clear to percussion and auscultation except for some 
harshness at the right base. By the next day there 
was much moisture at the right base. The patient 
had practically no sputum. 

Laboratory Findings: Blood—hemoglobin 86 per 
cent, RBC 4,480,000, WBC 15,900 with 86 per cent 
polymorphonuclears. Urine—albumin two plus, pus 
three plus, and blood two plus. 

Therapy: Sulfanilamide grains fifty was given 
shortly after admission followed by grains ten q. four 
hours for forty-eight hours. 

Case III.—Master R. A. was admitted op Decem- 
ber 30, 1937. The patient was a nine-year-old boy 
whose illness began on Christmas Day with head- 
ache, weakness and fatigue. He felt feverish and 
ran a temperature of 100 to 103 for the next three 
days. On the day prior to admission the temper- 
ature rose to 104 and he began to have pain in his 
right chest. 
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Physical Examination: The patient looked very 
ill with flushed cheeks, sunken dull eyes, parched 
lips and rapid, shallow respirations with grunting 
expiratory note. 
with blood tinged pink sputum. His chest lagged 
on the right where there was a questionable friction 
rub in the mid-axillary region. The percussion note 
in the right infrascapular region was flat and high 
pitched tubular breath sounds prevailed there. Over 
the right base there were numerous coarse moist rales 
extending up into the region of the middle lobe. 

Laboratory Findings: Sputum—showed encap- 
sulated gram positive diplococci, gram negative dip- 
lococci, and gram negative bacilli. A few of the en- 
capsulated organisms proved to be type one pneu- 
mococcus, but the majority of them failed to type.* 
Urine—albumin plus two. Blood—WBC 13,450, 
75 per cent polymorphonuclears. 

Therapy: Sulfanilamide grains thirty given 
shortly after admission was vomited partly, followed 
by fifteen grains per rectum, and thereafter grains 
five q. four hours. 

Case IV.—Miss R. W. was admitted on January 
5, 1938. She was a forty-one-year-old white female 
whose history revealed that she had been nursing 


There was an occasional cough 





*Neufeld reaction of pneumococcus types 1, 2, 3, 5, 7 
and 8. 


VIRGINIA MEDICAL MONTHLY 





729 


both of her parents who died from pneumonia. 
Thereafter and five days prior to admission she be- 
gan to have aches and pains, chilly sensations and a 
“chest cold”. About thirty-six hours prior to ad- 
mission she began to vomit and had retained noth- 
ing since. The evening prior to admission she de- 
veloped a severe headache and chills, followed by in- 
crease of pain in her chest, more frequent cough and 
a little sputum, which on the day of admission be- 
came blood tinged. (Two days later this patient’s 
sister developed pneumonia of which she died. Of 
the four, Miss R. W. was the only one who had sul- 
fanilamide and the only one who recovered.) 

Physical Examination: The patient appeared ex- 
tremely ill and mildly jaundiced. Her chest showed 
tubular breath sounds at the left base anteriorly with 
a pronounced friction rub. Later signs of pneumonia 
appeared in the right base. 

Laboratory Findings: Cultures from the throat 
showed gram positive and gram negative bacilli, 
gram negative staphylococci and gram positive and 
negative diplococci, viridans predominating. Blood 
—hemoglobin 84 per cent, RBC 4,270,000, WBC 
19,600, with 97 per cent polymorphonuclears. Urine 
—albumin three plus, blood trace. 


Therapy: Sulfanilamide was given in initial dose 
Mame 277.55 a” 4) I SY et __tonpitat Bro 








Night Nurse, 
Date 


160 
150 
40 


S58 


esses] sssss 








730 VIRGINIA MEDICAL MONTHLY 


fomae 2 S/ _pea__stospttat mo. 


Pu 


nome 2 m. 





of grains fifty and grains ten q. three hours for 
twenty-four hours, grains ten q. four hours there- 
after until reduced to grains five as indicated on the 
chart. 

Case V.—Mr. M. M. B. was admitted on Febru- 
ary 14, 1938. He was a thirty-eight-year-old white 
male whose present illness began with signs of “flu” 
four days prior to admission, onset marked with a 
chill and followed with a temperature varying be- 
tween 101 and 104. The elevated temperature per- 
sisted, chills recurred followed by nausea and vomit- 
ing. There was a moderate cough with little sputum. 
The day prior to admission he spit up some blood two 
or three times. He had practically no chest pain. 

Physical Examination: The patient looked quite 
ill. There was normal breathing without pain except 
on deep inspiration when there was a little pain in 
the lower left chest. His face was flushed, eyes 
bright, and he showed a little jaundice. There was 
moderate dullness at the inferior-angle of the right 
scapula. Breath sounds were rather distant at both 
bases, markedly tubular in character at the right 
base. At the inferior angle of the left scapula they 
were intense and tubular in character. There were 
a few moist crackles at the right inferior scapular 
angle. 

Laboratory Findings: Sputum showed gram nega- 
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tive diplococci, gram negative bacilli and many gram 
positive encapsulated diplococci, which failed to 
type.* Urine—albumen plus two, pus trace, casts, 
plus two. Blood—hemoglobin 97 per cent, RBC 
4,860,00, WBC 12,700, with 91 per cent polymor- 
phonuclears. 

Therapy: Sulfanilamide grains forty was given 
on admission followed by grains ten q. four hours as 
indicated. 

Case VI.—Miss E. A. A. was admitted on Feb- 
ruary 22, 1938. Four days prior to admission this 
seven-year-old white girl complained of a little head 
cold and sore throat. Two days later she began to 
complain of abdominal discomfort, followed by 
nausea the next day and pain in the stomach which 
became acute on the day of admission and localized 
in the lower abdomen. The nausea persisted and 
vomiting supervened. 

Physical Examination: The looked 
acutely ill. Breathing was rapid. Her cheeks were 
flushed, with marked circumoral pallor. Beads of 
perspiration stood out about the lips, nose and fore- 
head. Her chest was clear to percussion and auscul- 
tation, no rales. Her abdomen was flat and without 
palpable masses. Marked tenderness was present 


patient 





*Neufeld reaction of pneumococcus types 1, 2, 3, 5, 7 
and 8. 
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over the entire abdomen associated with marked mus- 
cular rigidity. The child was operated on and the 
appendix removed on the day of admission. 
Laboratory Findings: Fluid from peritoneal cav- 
ity showed many polymorphonuclears and gram posi- 
tive diplococci. Blood agar plates showed many 
viridans colonies, the diplococci from which showed 
rather distinct capsular swelling in type one serum 
and slight swelling in presence of type two serum. 
The WBC was 21,900, with 91 per cent polymor- 
phonuclears. 
Appendix 
Therapy: 


Urine—albumen plus one, pus trace. 





acute infection. 

On initial order sulfanilamide grains 
five q. two hours for two doses were given and im- 
mediately vomited. This order was then superseded 
by one for sulfanilamide grains ten in 100 mil. of 
warm water per rectum q. two hours for three doses, 
then q. four hours. 

Case VII.—Master V. P. G. was admitted on 
March 22, 1938. This nine-year-old boy’s illness 
Began with an ear ache six days prior to admission. 
However, this quickly subsided, and he began to 
have sore throat and cough, both of which had per- 
sisted. On the day of admission, he began to com- 
plain of stiffness of the neck and was brought to the 
hospital. 





Physical Examination: This child appeared very 
sick and toxic with only slight stiffness of the neck. 
His pupils were normally active and he had a nega- 
tive Kernig sign. His throat was moderately dif- 
fusely reddened but without exudate. His chest was 
clear except for an area of questionable tubular 
breathing just below the right scapula. X-ray ex- 
amination of the chest showed a lobar pneumonia in- 
volving the upper half of the right lung. 

Laboratory Findings: Smears from the throat 
showed many gram positive spore-bearing bacilli, 
gram negative bacilli and a few gram positive diplo- 
cocci. Blood plates from his throat showed hemolytic 
and non-hemolytic and viridans colonies of diplo- 
cocci and diplostreptococci. Blood—hemoglobin 81 
per cent, RBC 4,250,000, WBC 36,500, with 89 per 
cent polymorphonuclears. Urine—albumen trace, 
pus two plus. 

Therapy: Sulfanilamide grains twenty was given 
as an initial dose, followed by grains ten in six hours 
and thereafter grains five t.id. and 8 P.M. until 
discontinued. 


Space does not permit extended discussion of the 
further course of these patients. However, all re- 
covered and have resumed their former stations in 
life. 
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We would like to add that in several instances the 
clinical appearance of the patient was much more 
markedly improved than the graphic record indicates, 
despite secondary temperature rise following discon- 
tinuance of the drug. 

It will be noted that these secondary temperature 
rises occurred primarily in those cases which re- 
ceived only short or interrupted courses of the drug. 
Since none of these patients died and post-mortem 
studies therefore were not possible, one can only 
speculate as to the probable significance of this 
phenomenon. However, we would like to call atten- 
tilon to the experimental studies of Cooper and Gross 
in which many of the rats died in one of their series 
“probably due to premature termination of the treat- 
ment on the fourth day. Many of the rats that died 
after this time showed pneumonias which appeared to 
be no older than forty-eight to seventy-two hours.’ 
We believe that the probability is that these second- 
ary temperature rises represent clinical evidence of 
the same type of development in our patients, but that 
they fortunately were able to withstand this new as- 
sault. 

The question of the justification for making a 
therapeutic trial of sulfanilamide in these cases may 
be raised. All were extremely ill and needed the 
benefit of any help available; and there is much 
evidence seeming to indicate that the drug might be 
helpful. 

Experimentally the work of R. R. Mellon and his 
co-workers has shown the efficacy of the drug in type 
II pneumococcal pneumonia in rats,! type I pneu- 
mococcal infection in rats,? and type III pneumococ- 
cal pneumonia in rats.*» In addition the same au- 
thor and his co-workers have reported the successful 
use of the drug in type III pneumococcus pneumonia 
in human beings.5 Finally, every practitioner is now 
familiar with its use in hemolytic streptococcal in- 
fections. 
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No other form of specific (?) therapy was em- 
ployed. One patient received oxygen, one received 
several transfusions; all received necessary fluids, 
sedatives, laxatives, etc. No specific antiserum was 
employed. 


SUMMARY 


The graphic records of the clinical courses of seven 
cases desperately ill with pneumonia or other pneu- 
mococcal infections have been presented. 

Sulfanilamide was the only specific (?) type of 
therapy employed. 

Most of the cases suffered from mixed infections 
not really suited to specific antiserum therapy. 

All made dramatic response to therapy both clini- 
cally and graphically and all ultimately recovered. 

Secondary temperature rises succeeding discon- 
tinuance of the drug were noted in several instances, 
(particularly in those who had short course of the 
drug) but clinical relapse was not nearly as manifest. 


CONCLUSIONS 


We realize that seven cases does not constitute a 
sufficient series from which to draw conclusions but 
we do feel that the uniformly dramatic response to 
the administration of the sulfanilamide in these cases 
is highly suggestive of beneficent and probably 
specific action on many of the causative organisms. 
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SOME PROBLEMS IN FRACTURE TREATMENT. 


RosBert V. Funsten, M.D., 
Professor of Orthopedic Surgery, 
and 
PRENTICE KInsER, JR., M.D., 
Assistant Professor of Orthopedic Surgery, 
University of Virginia, 
Charlottesville, Virginia. 


Although the American public is gradually in- 
creasing his sense of medical mindedness through 
various agents—the doctor himself, the press and 
the motion pictures—still he continues to have a 
hard time digesting the various bits of medical in- 
formation which have come to him through these 
agencies, and, as an example, he continues to ask: 
“Doctor, did my friend have a fracture or a break ?” 
If you told him that he didn’t get a “break” but had 
a fracture, it would in no way stimulate his sense of 
humor. I am sure that if any of us should resort 
to humor on such a serious occasion, we would de- 
serve that lack of appreciation. 

When an accident occurs on a highway we must 
expect ordinarily a similar lack of understanding. 
We frequently see people who are badly injured in 
accidents, gotten up on their feet, or bundled into a 
knot, piled into a car, and driven miles to a doctor 
or hospital in a critical condition—perhaps a broken 
back, or limbs, or a concussion or skull fracture, or 
in shock. A little care might have saved a life or 
prevented a long convalescence. 

It is not up to the Red Cross or the Boy Scouts to 
make people medically minded of the proper care 
of the injured, but it is up to you and me, the physi- 
cians and surgeons. It is we, who are handicapped 
in our efforts.to save a life or a limb when the treat- 
ment has not been what it should at the beginning. 

I have witnessed a few accidents shortly after their 
occurrence and have been astounded at the various 
bits of advice which have been volunteered from the 
crowds which always gather on such occasions from 
somewhere in no time. If some of the advice had 
been taken, there is no telling.how many weeks of 
suffering, infection, and danger might have been 
added to an already serious condition. 

There are a few fundamental principles of first 
aid in injuries which would be well for us to review: 

First: If the victim of an accident is conscious, 
ask him where he is hurt and try to determine the ex- 
tent of his injury with the least amount of disturb- 





ance. Only if the injury occurs in an upper extremity 
can he be made ambulatory—not otherwise. 

Second: If he is unconscious, keep him in a re- 
cumbent position and examine him carefully for in- 
juries to his spine and extremities, cutting away his 
clothing wherever a closer examination seems neces- 
sary. 

Third: Splint all extremities where fracture is 
even suspected, taking care to immobilize above and 
below the associated joints. Where fracture of the 
spine is suspected, determine at once whether any 
paralysis exists, as this information may be an im- 
portant guide to the decision of the surgeon later as 
to the value of laminectomy. Transport all suspects 
of spine injury on their stomachs, or on improvised 
stretchers on their backs, as flexion may cause further 
damage to the cord. Forearms and legs can usually 
be supported by improvised splints, but the humerus 
can best be protected by binding it against the side 
of the body. “Splint ’em where they lie” is an old 
army phrase. If there is a deformity which prevents 
adequate splinting, correct it by gentle but firm trac- 
tion. 

Fourth: Treat shock. This is best done by stop- 
ping obvious hemorrhage, administering morphine 
to stop pain, wrapping carefully in warm blankets, 
and splinting the injured limb. Do not move the 
patient until the splint is applied. Do not give stimu- 
lants, as they tend to raise blood pressure and in- 
crease hemorrhage. 

Fifth: In case of compound wounds, do not at- 
tempt to do a debridement at the place of the acci- 
dent—merely apply sterile dressings to prevent fur- 
ther contamination and get them to a hospital or 
your office as quickly as possible. When there, do 
not apply strong chemical antiseptics, but first wash 
out carefully with an abundance of sterile salt solu- 
tion, picking out loose particles and flushing out the 
depths of the wound. Then remove with scissors, or 
knife and forceps, the entire surface of the wound 
and skin edges, washing again with salt solution. 
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Suture all nerves and tendons, and reduce open 
fractures. If not properly done at this time, it be- 
comes a tedious or impossible task later through scar 
tissue. The wound, if it is reasonably clean, may 
then be closed with or without drainage as the esti- 
mated chance of infection may indicate. When there 
is no increased temperature or enlarged and painful 
glands or other evidence of infection at the end of 
forty-eight hours, the drains, if used, may be re- 
moved. Tetanus antitoxin should be used in all com- 
pound fractures, and gas bacillus antitoxin should 
be used in all road accidents as well as those occur- 
ring around farms. The possible reaction from this 
about the third to sixth day may have to be differenti- 
ated from infection in the wound, but if the wound 
is clean, an attitude of watchful waiting should be 
assumed. 

Sixth: Transport the patient to your office or the 
hospital with extreme care to avoid any unnecessary 
jarring, and keep him in the horizontal position. If 
there is shock, keep his feet raised. 


After going into this much detail in regard to first 
aid measures in fractures, I would like to hit a few 
high spots as to the pitfalls of certain specific frac- 
tures: 

Colles’ Fractures: Be sure in the reduction that 
three fundamental requirements are fulfilled: 

First: Full restoration of length in the radius. 

Second: Full restoration of the downward facing 
of the joint surface. 

Third: Full restoration of the normal posterior 
position of the ulna in the radio-ulnar articulation. 

Position is best maintained in a circular cast if you 
are positive of having your patient under observa- 
tion. Moulded plaster splints are next best. 

Fractures of the Forearm: This is the only place 
in the body where perfect preservation of the interos- 
seous space is absolutely essential to normal motion 
and function. If the radius can be locked end to 
end in good alignment in fractures of both bones in 
the lower third, and the interosseous space pre- 
served by the use of rolled interosseous felt pads, 
then the position of the ulna is not of very great im- 
portance to function. The reverse is true in the 
upper one-third of the forearm, but in the middle 
one-third the radius and ulna are of great impor- 
tance. Be sure to maintain immobilization until 
actual bony union is demonstrated by X-ray. 
Supracondylar Fractures of the Humerus: These 
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are difficult to reduce because the proximal or upper 
fragment cannot be controlled. In our clinic we 
have come to call them the “tea-cup”’ fractures, be- 
cause reducing them is like trying to set the rims of 
two tea-cups on each other. If the apposition is not 
perfect they will form a see-saw, and we may have 
either a loss or an increase in the carrying angle, and, 
since these fractures occur almost entirely in young 
children, there may be a disturbance of growth of one 
side of the epiphysis. It is wise to mention this in 
your prognosis to the parents. Due to the extensive 
swelling which often takes place about the elbow in 
supracondylar fractures, it is very important that 
they be observed frequently for at least forty-eight 
hours. It may be necessary to lessen the amount of 
flexion. 

There are several fractures which are empirically 
treated by open reduction: First—fracture of the 
head of the radius. However, in children every at- 
tempt should be made to reduce the fragments per- 
fectly, but in adults the fractured head and its frag- 
ments should be removed. Fractures of the olecranon 
with displacement should be sutured with wire, 
chromic catgut, or sutures of fascia lata. 

Open reduction must not be considered lightly. 
The ordinary technique of abdominal surgery is not 
good enough for bone surgery and would lead to 
many calamities. Open reduction should never be 
considered short of four to seven days after the in- 
jury, as the tissues traumatized by local damage 
must have time to develop resistance against infec- 
tion. 

The same is true of fractures of the patella. It 
must be remembered here, that, in addition to the 
bone separation and tissue damage, the capsule of the 
joint is torn—often down as far as the lateral liga- 
ments—and that the suture of this is as important 
to restoration of function as the suture of the bone 
itself. It may, in many cases, be conservative to re- 
move the fragmented lower pole and suture the patella 
tendon to the upper fragment. By this procedure 
the convalescent time is much shortened, and the end 
results seem equally as good or better. 

Many of us are beginning to feel that open reduc- 
tion of fractures of the neck of the femur with fixa- 
tion by means of the Smith-Peterson nail, or one of 
its modifications, offers the best chance for union. 
It must be remembered, however, that success, even 
by this method, cannot be expected in more than 75 
per cent of the cases because of disturbances in the 
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circulation as a result of the fracture. We must re- 
call that the circulation through the ligamentum teres 
is practically nil, and if the fracture occurs very close 
to the head, the major part of the blood supply 
through the nutrient arteries of the neck is destroyed. 
One can readily see that even though the fracture 
might heal, aseptic necrosis of the head may take 
place after healing, and the end result might be poor. 

In all fractures where a joint is involved in the 
fracture line, a guarded prognosis should be given. 

X-ray technique is 
greater demand for an accurate interpretation is 
being made. 


improving continvally as 


A fracture of the spine might easily 
be missed without a lateral view. Lateral views are 
also being made of fractures of the hip and fractures 
of the shoulder. 
tures of the os calcis cannot be made without an angle 


view taken through it posteriorly. 


An accurate visualization of frac- 


We are reaching 
a state where much more attention is being paid to 
the pre-reduction interpretation of the displace- 
might be obtained by the fluoroscope during the 
actual reduction of the fracture, and our results are 
ment of the fracture than to the information which 
better. 

The easiest time to reduce a fracture is within an 
hour or two of its occurrence. At that time one is 
not handicapped by swelling and distortion of the 
land marks. In addition, nature has a marvelous 
way of creating its own anesthesia immediately after 
a severe injury, anid muscle spasm frequently does 
not begin for some time. It is possible to accomp- 
lish a reduction of many fractures without anzsthe- 
sia during these moments without appreciable dis- 
comfort to the patient. 

In these advanced days when people have become 
X-ray minded, it is important that frequent exami- 
nations be made to assure yourself and to protect 
your patient from changes which may have taken 
place in the position of the fracture fragments. This 
is especially important during the early stages of 
healing before a sufficient amount of solid callus has 
formed to prevent such displacement. When the 
doctor is taking on the responsibility of a fracture, 
he may also be taking on the possibility of a law 
suit, and his case records and the X-ray proof of 
the course which he has followed, as well as the 
logic of his reasoning, must be at all times in the 
proper condition for inspection. The same is true in 
dislocations as well as fractures. I know of a law 
suit recently, which hinged entirely upon the fact 
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that the attending physician had no record of his 
accomplished reduction. Two months later the joint 
Even though the patient had not 
been cooperative there was no evidence produced ex- 
cept the doctor’s word that reduction had ever been 
accomplished. 


was out of place. 


It would be impossible in a short time to go into 
even a brief discussion of the problems met with in 
all the various fractures, and I will conclude with 
bringing to your attention a certain confusing condi- 
tion which arises in the extremities after injury. This 
condition was described first by Sudek, a German 
writer, in 1900, as post-traumatic acute bone atrophy. 
The patient has a minor accident, nct even necessarily 
accompanied by fracture. Within a week or two the 
hand or foot or injured area suddenly becomes swol- 
len and extremely painful. The skin is glazed, and 
there is a dusky red discoloration. The capillaries 
are engorged although the pulse may be readily felt. 
The joints become stiff, and frequently there is ex- 
cruciating pain on both active and passive motion. 
There is frequently a subluxation, especially in the 
bones of the foot when weight bearing is attempted. 
The actual cause of this condition is probably a con- 
gestive hyperemia, but unquestionably the early use 
of the extremity in a unprotected state seems to be 
an important factor in its development. I am sure 
that you have all seen such cases. Their picture 
is a very striking one. Frequently the pain which 
is complained of is out of all proportion to the find- 
ings, and the patient seems to suffer both day and 
night, both when active and when resting. The pain 
is usually not relieved by mild forms of sedatives. 
Although the swelling and discoloration will disap- 
pear when the limb is elevated, it takes several hours 
to make much impression. Many of these patients 
are classified as malingerers, and the majority of 
them are mistreated. Unfortunately their recovery 
is extremely slow, taking often as much as six months 
or longer. The treatment consists in the prevention 
and avoidance of all painful motions. It may be 
necessary to use plaster casts, extending to the end 
of the extremity, for certain periods of time. Fol- 
lowing this, physiotherapy is of great value, especi- 
ally diathermy and warm saline soaks or packs. 
When these physiotherapy measures are not obtain- 
able. hot baking and packs several times daily at 
home may be substituted. It is important that the 
psychological attitude of these patients who have suf- 
fered to the extent of their tolerance also be taken 
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into consideration. Do not, by any means, allow 
yourself to get impatient with them. They should 
be encouraged, and advised as to the expectations for 
recovery. 

In summarizing, I will state a few high-lights in 
the treatment of fractures: 

Treat the shock, stop the hemorrhage, splint the 
fracture and transport to a hospital. 

Treat the wound and reduce the fracture after re- 
covery from shock. 
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Study the muscles and the direction in which the; 
pull. 

Bring the fragment which can be controlled into 
alignment and rotation with the fragment which can- 
not be controlled. 

Check frequently with X-ray. 


Watch fixation apparatus constantly, and allow 
no painful points of pressure in any splint or cast. 





HYSTERIA.* 





Tuos. N. SpEssARD, M.D., 
Norfolk, Virginia. 


This condition, first described by Aristotle and de- 
rived from the Greek word meaning from the womb, 
is unfortunately not as simple as visualized by this 
Greek philospher. Instead of being a disease of 
women as emphasized by this patriarch, it is com- 
mon to both sexes, at all ages, at every economic level 
and in any mental capacity. No condition is more 
frequently encountered, and no disease, not even 
syphilis, can so closely simulate other conditions. 

Since the advent of Freud’s attractive, somewhat 
elusive, but withal comforting Hypothesis as to the 
etiology of the neuroses, a great vista of speculation 
by publicity, books, periodicals, and even much real 
poorly disguised quackery has made the general pub- 
lic more or less neurotic conscious. This super-en- 
thusiasm so prevalent around us has not only affected 
our adult population, but through the numerous par- 
ents’ guidance magazines is no doubt affecting to some 
degree the lives of our children. Almost any mother, 
today, has at hand abundant knowledge as to vari- 
ous methods of correcting misbehavior, child self-ex- 
pression, sex education, feeding difficulties, and prac- 
tically every phase of the child’s emotional and physi- 
cal existence. This is not written as a criticism of 
this condition. Whether the lives of our children, 
today, are fuller, happier, and less complicated than 
those of children in the past is a matter of opinion, 
but that this widespread, often misdirected, and at 
times actually dangerous publicity given to the gen- 
eral public today is producing an increasing num- 
ber of neurotics is, in my opinion, too apparent. 





*Read before the Southwestern Virginia Medical Society 
at Abingdon, Va., April 14, 1938. 


We, as doctors, even as the laymen, at times have 
our temptations to follow will-o’-the-wisps and un- 
proven paths, and the impulse to diagnose first and 
examine later is almost overwhelming. Whatever 
our line of work, we have a tendency on occasion to 
overlook the fundamentals, and it is with this in 
mind that I desire to present some of the basic con- 
ceptions of the most common of all the neuroses— 
hysteria. 

A standardized or graphic description is impossible 
because hysteria never follows any definite course and 
is rarely seen as identical in-its various manifesta- 
tions. While the most frequent of all the psycho- 
neuroses, either as the conversion or anxiety type, its 
very frequency is without doubt the basis of many 
erroneous and at times costly mistakes in diagnosis. 
The very fact that the patient’s complaint is un- 
usual and not a typical clinical entity should be a 
basis for increased search and examination rather 
than grasping too soon at the comforting diagnosis 
of hysteria. This should be the last diagnosis made, 
never the first or even near the top of the list. The 
fact that the patient is nervous does not in any wise 
lessen the likelihood of organic rather than func- 
tional disease. 

My feeling is that in approaching the diagnosis 
of hysteria, two fundamentals should be borne con- 
stantly in mind, and that a diligent search should 
be made to establish these fundamentals before a 
diagnosis of hysteria is tenable. To develop hysteria 
a patient must have two constant factors, one in- 
herent in his personality and one from an extraneous 
source. He must have, first, a neurotic or sug- 
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gestible personality and, second, a precipitating emo- 
tional trauma to develop a hysterical picture. The 
prehysteric personality is admittedly hard to define. 
The fact that all of us are potentially hysterical does 
not make the definition any less difficult. I prefer 
to consider each individual as having a neurotic 
threshold, somewhat as the renal threshold as seen 
in kidney disorders. Each of us can absorb a given 
amount of emotional and psychic trauma, but, if 
this amount reaches a level above our neurotic thres- 
hold, the flight from reality becomes too tempting 
and we protect ourselves by some type of hysterical 
response. What type or characteristic this hysterical 
response follows depends on the amount of emotional 
trauma involved, the turmoil which ensues in those 
around us, and the benefits, either real or imagined, 
that the threatened personality is gaining in the way 
of protection from disagreeable realities. The flight 
from reality can have almost any basis, some very 
deep-seated and obscure; others, so apparent as to 
be seen in a few minutes questioning. At the bottom 
of all, however, will always be found the basic re- 
quirements, that is, a personality that is fleeing from 
reality and is trying to find security, whether it is a 
child developing a useless arm to prevent taking ex- 
aminations for which it is unprepared; an employee 
prolonging disability to prevent returning to a dis- 
agreeable foreman, or as a sexual incompatibility, 
which is frequently encountered, with the unex- 
plained backaches, vaginismus, and many kindred 
types of hysterical manifestations, sometimes even 
amounting to invalidism in women to whom sexual 
relationships are distasteful, certainly with the pres- 
ent partner. At times the fear of pregnancy, con- 
scious or subconscious, is at the seat of these marital 
hysterias. 

Another phase of hysteria that is too frequently 
encountered is the tendency to take the condition too 
lightly. No greater mistake could be made. A hy- 
sterical patient, especially in the young person, is a 
candidate for a much graver mental disorder. Per- 
sonally, I have seen several cases of major hysteria 
culminate later as full fledged and definite psychoses, 
especially of the dementia praecox type. The im- 
mediate prognosis in hysteria is practically always 
favorable, but the ultimate outlook as to emotional 
and mental stability should be carefully given. A 
large portion of schizophrenics seen give a history 
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of several hysterical episodes, and at times this con- 
dition is ushered in by a hysterical attack. 

The treatment of the hysterical condition presents 
many difficulties, not the least of which is to explain 
the situation to excited and apprehensive relatives. 
Parents with an apparently unconscious daughter or 
son, or a young husband whose wife has a paralyzed 
limb is not easy to placate. Too much detail is an 
error, even though the underlying picture is very 
clear, and unless the circumstances are very unusual 
it is best to fall back on the old lay diagnosis of 
nervous upset or breakdown. An advantage in the 
approach to the therapy of these cases also is the fact 
that the depth of the emotional disorder varies di- 
rectly with the patient’s mental capacity. The more 
superficial and bizarre hysterical episodes are seen 
in those of a low mental capacity. The etiological 
factor is as a rule more trivial and the response to 
suggestion much more favorable and rapid. In those 
of a higher intellectual level, however, suggestion is 
not so favorably received and at times a frank dis- 
cussion of the symptoms and their cause is the better 
course. The emotional conflict producing the func- 
tional symptoms should be outlined and explained, 
and the psychotherapeutic course outlined be ration- 
alized to the patient. 

The hysterical patient should not be told that there 
is nothing the matter with him. This is neither con- 
vincing to the patient nor true. A person who has 
an emotional conflict sufficient to disable or even at 
times invalid him for weeks or months certainly can- 
not be called in good health, and however ludicrous 
the symptoms may be to the doctor or his family, 
they are very real to the patient. Hysterical paraly- 
sis is just as disabling to the individual as organic 
or structural disease to the extremity involved, and 
at times more difficult to successfully treat. 

Another point that should be mentioned in a dis- 
cussion of hysteria is the frequent combination of 
organic and functional disease. This is especially 
true in post-traumatic conditions, where a slight or 
moderate residual disability becomes, because of the 
patient’s personality and environmental conditions, a 
considerable handicap. To estimate accurately the 
situation in these cases is at times impossible, especi- 
ally as to prognosis. Repeated examination and pro- 
longed observation is the safest guide in these indi- 
viduals in arriving at an ultimate diagnosis. 

Differential diagnosis in hysteria should of neces- 
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sity cover medicine and surgery in its entirety, but, 
if the criteria mentioned earlier are used, will not be 
difficult, providing it is borne in mind as an ever 
present possibility. The confuson between the diag- 
nosis of hysteria and malingering should, however, be 
mentioned. The history and background is impor- 
tant, especially as to previous emotional upsets. It 
must also be borne constantly in mind that the ma- 
lingerer’s symptoms are purely voluntary. They do 
not exist even in his mind and he must be ever con- 
stantly on the alert to protect and maintain the symp- 
toms from which he claims to be suffering. Just 
the opposite is true of the hysterical subject. His 
symptoms are entirely involuntary and it is impos- 
sible for him to be separated from them in his pres- 
ent state of mind. In careful examination the ma- 
lingerer will probably give himself away no matter 
how well coached, whereas the hysteric will show 
little or no variation in his findings during the same 
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examination. In brief, the malingerer needs detec- 
tion; the hysteric needs treatment. 

Thus, in a very sketchy manner, are some of the 
points to be considered in a discussion of hysteria. 

In conclusion, I would like to re-emphasize: 

1. That hysteria should be borne in mind as a 
possibility in practically every symptom-complex. 

2. That the diagnosis of hysteria cannot be made 
by elimination alone, but that certain criteria must 
be fulfilled to warrant such a diagnosis. 

3. That the hysterical patient is a sick patient and 
that the ultimate prognosis should be a guarded one. 

4. That the treatment of hysteria is difficult; to 
actually cure the condition, emotional readjustment 
of the patient is absolutely essential. Drugs are of 
very questionable importance. Patience, understand- 
ing and tact are our indispensable weapons. 


Wainwright Building. 





REPORT ON TUBERCULOSIS SURVEY OF 480 TEACHERS AND 
CAFETERIA WORKERS IN ROANOKE CITY PUBLIC SCHOOLS.* 





K. D. Graves, M.D., 


Roanoke, Virginia. 





The Roanoke City School Board, in an effort to 
combat tuberculosis, has been anxious to make sure 
if possible that none of the employed personnel are 
capable of transmitting the disease. This is in line 
with work done in many other localities in this coun- 
try and abroad. 

In Minneapolis in 1933, 2190 of the school em- 
ployee personnel were tested with tuberculin; 1112 
were definitely negative, while 1078, or 49.22 per 
cent, were positive. Those giving a negative reaction 
were considered unquestionably free of tuberculosis, 
while those giving a positive reaction had X-ray ex- 


TABLE 1 
TUBERCULOUS NONTUBERCULOUS 
AUTHOR TEACHER TEACHER 
Serer 93.5% 25 % 
eS 72.0% wa: ae 
Sea 71.0% 11.4% 
0 eae ne 74.0% 19.5% 


Showing positive tuberculin reactions in school children 
taught by tuberculous and nontuberculous teachers, as 
cited by various authors. 


*Read before the Roanoke Academy of Medicine, March 
7, 1938. 





amination of their chests, and those of this group 
who were suspicious were given a physical examina- 
tion. 

One author, Ickert, found that 93.5 per cent of 
children taught by tuberculous teachers reacted posi- 
tively, whereas only 25 per cent of children who did 
In Klein’s 


series, 72 per cent of the children being taught by 


not have tuberculous teachers reacted. 


tuberculous teachers reacted. In a school in another 
city after the death from tuberculosis of a teacher, of 
the fifty-four children she had taught in the school, 
40, or 74.0 per cent, gave a positive tuberculin reac- 
tion with eleven active cases, while of the remaining 
184 children only thirty-six, or 19.5 per cent, gave a 
positive reaction, with two active cases.” 

It is realized that the tuberculin test and one X-ray 
film do not constitute a complete examination for 
tuberculosis; they only provide evidence which may 
be used by the clinician in conjunction with history, 
physical examination and laboratory findings. It was 
felt, however, that the best method of conducting 
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the survey of presumably healthy employees was by 
the use of tuberculin and the X-ray film. 

It has been the policy of the school board to treat 
all the employees with the greatest consideration. No 
person has lost his or her position because of a posi- 
tive tuberculin reaction, and information regarding 
those found to be tuberculous has been kept con- 
fidential. It was clearly understood before the sur- 
vey was commenced that none would be discharged 
because of tuberculosis but would be given a leave of 
absence for a reasonable period of time for treat- 
ment and would be reinstated as soon as this could 
safely be done. 

While the employees were informed that the school 
board would like to have them tested, this was not 
compulsory; and if they preferred to waive the tu- 
berculin test and simply have a chest X-ray this was 
perfectly acceptable. Thirty-seven elected to do this. 

In order to standardize the tests, Parke Davis’ 
first strength P. P. D. was used in each case, in- 
jected intradermally. This contained 0.0002 mg. 
purified protein derivative. I feel confident that had 
a stronger test been used we would have had a some- 
what higher number of positive reactors; but as we 
did not deem it feasible to re-check with stronger 


tuberculin we confined ourselves to the single 
strength. 
TABLE 2 
TUBERCULIN TEST 
WHITE COLORED 
Positive: Positive: 
Cafeteria - 24) Cafeteria 7) 
—51.7% = —69.5% 
Teachers 183 { . Teachers 62 ( F ¢ 
207 69 


VIRGINIA MEDICAL MONTHLY 





739 






Negative: Negative: 
Cafeteria __ 10 Cafeteria __ 6) 
9 oman 
Teachers __164 48.3% Teachers __ 24{ $0.59 
174 30 


Table showing a summary of our findings on the Roa- 
noke City School employees. 

Of those tested one white and two colored persons 
were found to have active tuberculosis; viz., a white 
school cafeteria worker, a colored cafeteria worker 
and a colored teacher. 


CONCLUSIONS 

In the light of our present knowledge of the 
infectiousness of tuberculosis, children should not 
be in close association with active cases of tubercu- 
losis. The advantage in detecting cases of tuber- 
culosis in an early stage, and in keeping them away 
from children until they are noninfectious more than 
counterbalances the inconvenience and expense en- 
tailed. 

It is interesting in this connection to note from the 
1937 report of the tests of the Roanoke School chil- 
dren by the City Tuberculosis Association that, of 
1268 tests made, 23 per cent were positive. 


SUMMARY 
During the recent survey of employees of the 

Roanoke City Schools, three active cases of tubercu- 
losis were discovered who were ignorant of their 
condition. Discovering these cases before they were 
far enough advanced to have to stop work on ac- 
count of their health improved their chances for 
recovery, and at the same time kept them from 
spreading the infection in the schools. 

REFERENCES 
1. J. A. M. A., Vol. 104, No. 21, page 1869. 
2. J. A. M. A., Vol. 106, No. 19, May 1, 1936, page 1674. 





Staunton 


Only an hour ago I learned that I would be asked 





to say something about the organization of the Pied- 
mont Medical Society. 


*Remarks made before the Piedmont Medical Society, at 
Farmington Country Club, Charlottesville, Va., December 
9, 1937. 








MarsHAL J. Pay 
, Virginia. 


SOME BRIEF EXTEMPORANEOUS REMARKS RELATIVE TO THE 
ORGANIZATION OF THE PIEDMONT MEDICAL 
SOCIETY AND ITS FOUNDERS.* 


NE, M.D., F.A.C.S., 


The Piedmont Medical Society was organized at 
Orange Court House in the early spring of 1896. 
The territorial embrace of the Society was the Pied- 
It was among the early 
It did 


mont Section of Virginia. 
rural district medical societies to be formed. 
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not at the time contemplate being a component so- 
ciety of the Medical Society of Virginia. Indeed, at 
that time no component society of the Medical Society 
of Virginia had been organized. The practitioners 
who engaged in the formation and organization of 
the Piedmont Medical Society did not contemplate or 
foresee the inclusion in membership of the faculty 
of the University of Virginia Medical Department. 
The men who organized the Piedmont Medical So- 
ciety were all humble practitioners of medicine. 

The credit for the actual suggestion and promo- 
tion of the organization must go to Dr. W. J. 
Crittenden, then living and practicing medicine at 
Unionville, Orange County, Virginia. Later Dr. 
Crittenden moved to Orange, and continued practice 
there until his death. 

The physicians present at the first meeting, as I 
recall them, were: Dr. Ernest Woolfolk, Dr. Gar- 
nett, Dr. James M. Scott, Dr. G. W. Scott, Dr. 
W. J. Crittenden, Dr. Ellis, Dr. Walker, Dr. 
Row, and myself. And we can only rely on 
memory. The minute book is lost, and numerous 
attempts to find it so far have failed. Dr. W. J. 
Crittenden and Dr. Marshall J. Payne were ap- 
pointed a committee to draft the constitution and 
by-laws. This committee modeled the constitu- 
tion and by-laws of the Piedmont Medical So- 
ciety largely after the constitution and by-laws of the 
Medical Society of Virginia modifying and adapting 
them to suit the needs of the new organization. 

At the second meeting, or organization, shortly 
following the first meeting, the Piedmont Medical 
Society was established. The constitution and by- 
laws, as presented by the committee, were adopted. 
Dr. Ernest Woolfolk was elected President; Dr. 
W. J. Crittenden, Vice-President; Dr. G. W. Scott, 
Secretary. 

The membership of the Society increased rapidly. 
The place of meeting was a side room, or the jury 
room, of the Orange County Court House building. 
The meetings were all interesting, instructive, and 
well-attended. The programs were, in the main, 
rather informal, and comprised a round-table dis- 
cussion of prevailing or unusual diseases and medi- 
cal problems. No set scientific papers were pre- 
sented. Practically all of the members present had 
some part in the discussions of the subject. 

I moved away from my old home in Orange 
County, spent several months in Richmond, and dur- 
ing the early part of March, 1897, located in Staun- 
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ton, Virginia. I cannot therefore give further detail - 


of meetings of the Piedmont Medical Society; henc: 
must content myself with some rather hurried, brie 
reminiscences of the early members of the Society 

First, Dr. W. J. Crittenden. A very bright topo 
graphical anatomist, energetic, hasty, impatient, cap- 
able; an exceedingly rapid, fluent, lisping talker; 
talented and very familiar in the knowledge and 
uses of hundreds of remedies and multiplicity oi 
measures employed for every symptom and sign 
He drove and rode fast, splendid and well-kept 
horses. He was always prompt in answering calls. 
His friends were numerous. He was timid at night, 
and, if possible, never went alone after dark. It is 
said that on one well-known roadway, when alone at 
night, he would feel and see the’ presence of one of 
his deceased former patients. This patient, a woman, 
would join him and ride silently at his side, and at 
one regular place would turn away. 

Dr. Ernest Woolfolk was ever calm, dignified, 
quiet, and likable. He was highly regarded by 
both the laymen and the medical fraternity. His 
success was uniform, marked, and deserved. His 
chief traits were his diagnostic ability and his simple, 
rational medication. He was an admirable man, a 
capable physician, and a lovable friend. His widow 
died recently in Staunton, Virginia. 

Dr. James M. Scott was well-read in literature and 
in medicine; an exceedingly capable, intuitive and 
splendid diagnostician. Above all else, he was an 
accurate prognostician. I asked him on one occasion 
just how and why he was able to diagnose and prog- 
nose with such remarkable accuracy. His reply— 
not technical, not scientific, and never based on 
minute physical examination—was, “It is just like 
meeting an old friend in the road.” We of this day 
lack, forget, or do not reckon with cultivated, close 
observation. Some recent contributors are now rely- 
ing on observation of symptoms and signs before 
the laboratory can report. The close clinical obser- 
vation and consideration of the patient’s pulse was 
to Dr. Scott an art. Dr. Scott had an intuitive diag- 
nostic sense. His prognostic ability was striking and 
enviable. His measures of treatment were simple, 
logical, and surprisingly effective. 

Dr. J. T. Walker was not well known by any of 
us until the organization of the Piedmont Medical 
Society. However, he grew very quickly to be a 
popular gentleman and a valued member of the So- 
ciety. 





—_ ub ate Ct ck i | 
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Dr. Lewis Holladay formally joined the Society 
shortly after its organization. I recall that at the 
time of the organization he assured Dr. Crittenden 
of his intention to be a. member, but he was not 
actually present at the first or the second meeting. 

Dr. Elhanan Row was a magnificent man, physi- 
cally, mentally, and professionally. His professional 
attainment was regarded by a large circle of influ- 
ential and popular friends as superior in the art of 
medical practice. Dr. Row’s brother John was a ver- 
satile, accurate historian. The entire Row family 
were strong, intellectual people. 

One of our charter members had an inconse- 
quential weakness; that is, he was fond of toddy. 
(This trait was not lost in him. It is noticed among 
some of the very learned even of this day.) Each day at 
11 A. M., he retired to his home under the full physi- 
cal, physiological effects of the popular drink of this 
day—straight whiskey—only to reappear at 1 P. M., 
freshly shaven, immaculately dressed, and free of 
alcoholic effects. Some of you here may be interested 
in the quick, certain restorative or curative plan em- 
ployed by Dr. — to antidote the effects of the ‘“‘poly- 
toddies.”” The result of the antidote was surprising, 
magical, always certain, and effective. Some of you 
may need such a remedy; hence, if so needed, use 
ammonium muriate, gr. 30, q.h. If your engage- 
ments and habits of temperance (or rather, intemper- 
ance) conflict, I assure you that you may rely on the 
doctor’s remedy. It is particularly effective for the 
cephalgia which follows alcoholic indulgences. Ex- 
planation: a rapid neutralization of the chemical 
and physical effects of alcohol by the ammonium 
muriate. 

I have purposely withheld any comment on the Dr. 
Jones report of the birth of triplets till now. Our 
little city of Staunton, famous as the birthplace of 
Woodrow Wilson (an alumnus of our great Univer- 
sity of Virginia) misses a far greater international 
fame, by just one. Some years ago, on April 26, 
1910, Staunton found itself to be the birthplace of 
quadruplets. The parents are now living in Rich- 
mond, Virginia. Three of the children are now liv- 
ing. All four were born alive, one dying sometime 
later. I have a print of the mother and the three 
living infants. 

The remarkable incident in connection with this 
eventful birth was that the elderly doctor in at- 
tendance remained until two children were born, 
thought that was the limit—or certainly enough—put 
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Mother and three of quadruplets born in Staunton in 1910. 


on his hat and went home, only to be startled by a 
visit the next morning by the father, who informed 
the doctor that two extra children were born after 
he left the bedside. The people of the city of 
Staunton gave to the family an excellent milk cow 
for the feeding of the quadruplets. 

Gould and Pyles’ “Cyclopedia of Practical Medi- 
cine and Surgery” states that the frequency of trip- 
lets is one in about 8,000; and quadruplets, one in 
about 400,000. Edgar states, at page 147, that 
quadruplets may consist of double twins, or of trip- 
lets together with a single child. While Edgar does 
not give the frequency of superfetation, yet he states 
that several cases of six children at one birth have 
been reported. 

I cannot at this time separate the Dr. Frank and 
Dr. G. W. Scott. I recall very distinctly that Dr. 
G. W. Scott later moved to Gordonsville and prac- 
ticed his profession there successfully until his fail- 
ing health compelled him to retire. I do not recall 
Dr. F. G. Scott as an early or charter member. My 
impression is that Dr. G. W. Scott who lived be- 
tween Gordonsville and Orange Court House at that 
time was elected secretary. 

Drs. Ellis and Garnett, according to my best recol- 
lection, were present at the organization meetings. 

Any reminiscences of the physicians and surgeons 
of Orange County would be incomplete if the name 
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of Dr. William S. Grimes were omitted. Dr. Wil- 
liam S. Grimes, Dr. Peter Mettauer, and Dr. Hunter 
McGuire were noted for their outstanding surgical 
knowledge and ability. I believe that Dr. W. S. 
Grimes was one of the most skillful and learned 
surgeons in Virginia of his time. Dr. Grimes lived 
from four to five miles in a southeasterly direction 
from Orange Court House. Orange County court 
days practically always found him in the village of 
Orange Court House. On the occasion of the regu- 
lar court days, he met, examined, and frequently 
treated patients brought from considerable distance. 
Three cases in particular I well remember. 

The first was Captain “Dick” Johnson, a patrol 
officer, who always rode a jenny and carried with 
him, to the day of his death, a long blacksnake 
whip, fastened to the front part or the pommel of 
his saddle. I knew this man Johnson, and attended 
him in his last illness—a cerebral hemorrhage. Dr. 
W. S. Grimes did for Captain Johnson a bilateral 
cataract operation, with perfect results in both eyes. 
I regret that I cannot tell you the technique of Dr. 
Grimes’ cataract operation. 

The second case: An emergency umbilical hernia 
operation was successfully done on my grandfather, 
Robert Roach, by Dr. Grimes. This operation must 
have been performed in the early 1880’s. 

The third case that comes to my mind, even more 
forcibly, for it is of exceedingly great interest in a 
diagnostic and prognostic sense: A young German 
lad, about fifteen or sixteen years of age, was ad- 
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mitted to the home of my uncle, Charles Payne, of 
the Wilderness. My uncle, not having children, in- 
tended to adopt this child. A few months subse- 
quent to his coming into my uncle’s home, in climb- 
ing into a wagon body, he fell and struck his right 
shin bone against the edge of the wagon body. The 
injury was regarded at the time as trivial. However, 
later it was observed by my uncle that a growth, or 
tumor, was developing at the site of the injury. This 
lad was taken to Orange Court House on a court 
day, and was seen first by Dr. Elhanan H. Row, 
who at once called Dr. W. S. Grimes in consulta- 
tion. My uncle related to me, after I had graduated 
in medicine, that Dr. Grimes’ brief and terse state- 
ment was substantially as follows: “I can amputate 
this boy’s leg, but the growth will recur in the stump 
in the bone before the wound heals.” 
that Dr. Grimes did bilateral cataract operation, and 
must of necessity have done clean surgical work. 
Dr. Grimes amputated the right leg at a mid-thigh 
amputation, and, true to his prognosis, the tumor did 
quickly return in the bone of the stump, and the 
lad several months thereafter died of a rapidly grow- 
ing bone tumor. This was certainly an osteogenetic 
sarcoma. We can well note the diagnostic and prog- 
nostic ability of Dr. Grimes, as this case illustrates. 
You will understand that Dr. Grimes did not have 
the benefit of laboratory and X-ray facilities. I be- 
lieve that many of us in this present day would be 
glad to share the intuitive diagnostic and prognostic 
ability of such a man. 


Recall, now, 





ENDOSCOPY: 


ITS ROLE IN A GENERAL HOSPITAL.* 





FLETCHER D. Woopwarp, M.D., 
and 
G. SLAUGHTER Fitz-Hucu, M.D., 
Charlottesville, Va. 





During the past year we have been making a 
study of our endoscopic records in regard to the 
value of such a unit in a small general hospital. 
This preliminary report is an effort in part to show 
its value. With this in mind some 250 cases are pre- 
sented, which, we believe, represent a fair cross- 
section of the type of cases an endoscopist will en- 
counter under conditions such as ours. The indica- 

From the Department of Otolaryngology, University of 
Virginia. 

*Read before the Virginia Society of Ophthalmology and 
Otolaryngology, Williamsburg, Va., May 21, 1938. 





tions, methods, and results are disregarded in this 
report. 

In 1926, Woodward! reported the year’s work in 
endoscopy at the University of Virginia Hospital 
before this same society. Approximately twenty-five 
endoscopic procedures had been performed. In 1937, 
127 procedures were performed. At the time of the 
first report, the indications for endoscopy in our hos- 
pital were mainly emergency foreign body and laryn- 
geal work. From the analysis of this group of cases 
presented, it is clear that its field of usefulness has 





p! 


—-_ - 





if 








expanded so that now the above-mentioned type of 
cases comprise only about one-half of the endoscopy 
done. For instance, it has been in the last few years 
that the abdominal surgeon has recognized its value 
in the treatment of postoperative-pulmonary compli- 
cations such as atelectasis and massive collapse. The 
thoracic surgeon and internist are becoming more 
aware of the aid rendered by endoscopic studies in 
their intrathoracic problems. 


CuHarT No. I 


Number of Cases Type of Endoscopic Procedure 


No. % 
Bronchoscopy snmuic ee 58.2 
‘ Laryngoscopy —------- 83 22.4 
Esophagoscopy ----~- 71 19.2 
250* I 


*Same patient under certain circumstances had repeated 
procedures, explaining the difference in number of cases 
and procedures. 


The charts presented are self-explanatory. Chart I 
needs no elaboration. Chart II deals with the type 
of cases encountered almost totally by the endoscop- 
ist ten years ago. It may be mentioned that under 
the group of benign tumors are included cysts and 
inflammatory masses. Chart III indicates, in part, 
the more recent expended field of endoscopy. 

Bronchoscopy as an aid in the location and treat- 
ment of lung abscess is not questioned. Witness the 


CuarT No. II 
Diagnosis No. of Cases 
Foreign Bodies eae 50 
Esophagus - _ 18 28.8% of total 
Leryan ........ 4 no. of cases 
SO ua. ‘FS 
Tumors eg ...... 7 
Benign 
Malignant 3 
Esophagus 5 
Benign __ 0 21.2% of total 
Malignant 5 no. of cases 
Larynx ...- 41 
Benign __ 19 
Malignant 22 
Toe ..... $8 
Strictures a 3 
Esophagus __--- 9 
— 4.9% of total 
Tree. 12 no. of cases 


number of cases presented. This type of work is 
all referred from other departments. The value of 
bronchoscopy in bronchiectasis as a whole is ques- 
tionable, but in certain cases none can deny that it 
has its place. The removal of crusts of exudate by 
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Cuart No. III 


Diagnosis No. of Cases 

bate Ape 2. ot. 
ee eee 20 
Tracheobronchitis ____________ 12 
Cardipems —..... __._. 9 45.6% of total 
Tuberculosis of Lung___---_---_ 5 no. of cases 
Bronchial Asthma —_._..-_____ 5 
CS a 
Pascenaneeus ................ 3 

i ae 


bronchoscopy, in the case of tracheobronchitis, has 
been a life-saving measure more than once. So- 
called cardiospasm is a questionable and dangerous 
diagnosis. We have had the misfortune to have seen 
two of our cases, diagnosed earlier as suffering from 
cardiospasm, return some months later with easily 
proven malignant growths in the lower esophagus. 
We hope in the future to reduce in part the preval- 
ence of this diagnosis with the aid of the gastroscope. 
In a process of elimination with the aid of endoscopy, 
atypical cases of pulmonary tuberculosis have been 
diagnosed. Indiscriminate bronchoscopy is, of 
course, not advocated in this condition, for much 
harm may result secondary to the procedure. Thick, 
tenacious mucus has been removed from the bronchi 
of patients suffering from severe bronchial asthma, 
and others with atelectasis, with evident good re- 
sults. Time does not permit further observations 
of this type. 

The grouped miscellaneous cases in Chart III are 
mainly cases with negative findings, endoscopy being 
performed to eliminate organic pathology in such 
cases as “globus hystericus’’, suspected foreign bodies, 
investigation for hemoptysis, etc. Also in this group 
are a few unusual cases, such as peptic ulcers of the 
esophagus, pneumoconiosis, syphilis of the lung, and 
telangiectatic areas in the mucosa of the trachea and 
bronchi. 

In concluding, it is repeated that, in this presenta- 
tion, no effort is made to discuss endoscopy. A group 
of cases is presented to show the present trend and 
wide variety of conditions in which endoscopic studies 
are of benefit to the other departments of a general 
hospital. Conversely, the expansion of endoscopy 
is dependent on these other departments. 
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INJECTION METHOD FOR THE TREATMENT OF 
HERNIA—PRELIMINARY REPORT. 


J. TecumseH N. McCastor, B.S., M.D., 
and 
Mary C. McCastor, B.S., M.D., 
New York, New York. 


The historic trail of any new departure from the 
usual and customary methods of procedure in medi- 
cine is strewn with many varied opinions and inter- 
esting facts. 

There is no more controversial a problem in private 
practice than that of injection treatment of hernia, 
which, by some, is regarded as unsafe and unsci- 
entific. And yet, it is not a recent form of therapy, 
having been employed by Velpeau in 1835. Rice 
stated, in his admirable and lucid text on the sub- 
ject, that, as early as 1832, Jayne had used essential 
oils for this treatment. There has been a gradual 
change from the iodine solution, accidentally used 
by Velpeau, to our present-day solutions. In the 
cases to be presented, Searle’s sodium sylnasol, a 5 
per cent solution of the fatty acids of a vegetable oil 
extracted from the psyllium group, was the solution 
of choice. Monolate (Abbott) was used in two cases, 
but, since we experienced an ulcer of the leg through 
the use of this solution for varicose veins, we did not 
give it a sufficient trial to judge its merits. This 
ulcer formed over the tibia about two inches from 
the site of injection. The injection was accurately 
given. 

METHOD AND TECHNIQUE 


In all cases a general physical examination and 
urinalysis is advisable. Other workers in this field 
instruct patients not to indulge in exercise and exer- 
tion, which is, no doubt, a good rule to follow. We 
could not do this as our men were actively employed 
and the primary motive, no doubt, in their having 
injection treatment, was the fact that they could con- 
tinue with their occupations. For example, one pa- 
tient was a captain in the Fire Department; another 
was an aviator who, after receiving his injections, was 
in his plane within a space of two hours. It is es- 
sential, in most cases, to have a properly fitted truss, 
which must be worn constantly during the course of 
treatment and from three to six months thereafter. 
While the fitting and applying of the truss is super- 
vised, most of our cases had no set rules regarding 
the constant usage of the truss, each case being in- 


dividualized. Some were allowed to remove it at 
night after four or five injections while others con- 
tinued to wear it day and night for as long as six 
months, 

The injections were given at weekly intervals, bi- 
weekly, and a few as often as tri-weekly, depending 
upon the sensitivity of the individual to the injec- 


- tions. 


With the patient reclining, the hernial sac, when 
present, is reduced. After cleansing the site of in- 
jection with benzine, followed by alcohol, an intra- 
dermal wheal, formed by injecting a few drops of 
2 per cent cocaine-epinephrine solution, is made 
about one finger above Poupart’s ligament just above 
the inguinal ring. The needle is inserted at an angle 
of about forty-five degrees through the skin and sub- 
cutaneous tissue until resistance is offered by the 
aponeurosis of the external ‘oblique. The point of 
the needle is determined by inserting the finger 
through the inverted scrotum to the external ring. A 
5 cc. Luer syringe, containing from one to two and 
a half cc. of Sylnasol is attached to the needle and 
after aspirating, a portion of the solution is injected 
into the internal crus. Then slowly withdrawing the 
needle the contents of the syringe are injected as far 
as the internal ring. The cord is held to one side 
with the finger. The patient is asked if he feels any 
pain. The injection should be painless, other than 
a slight warm sensation. A small band-aid is placed 
over the needle aperture and the site of injection 
lightly massaged for about two minutes. 

Needles—We use various size needles: 

22 gage 3” needle with stylet 
20 gage 3” needle with stylet 
22 gage 214” needle without stylet 
22 gage 2” needle without stylet 


‘ COMPLICATIONS 
In one case an edema of the cord occurred, which 
was absorbed in a week without treatment of any 
kind—with no apparent permanent injury to the 
cord. 
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DIAGNOSIS NJ. COMPLICATIONS RESULT REOCCURRENCES MISCELLANEOUS 


i, OR. tt — closed did not return 
2. ©. R. st. —- closed — —_ 


. Indir. rt. —_ closed 5 mon. later closed with 6 rt. 
. Indirt. It. as closed 5 mon. later closed with 3 It. 


3 
4 
5. OLR. It. -- closed 1 mén. later closed with 3 It. 
6. Scrotal rt. swelling closed — — 

7 

8 


. OR. 26 ae closed — —_ 
. OR.. 26. closed — _ 


9. Lt. ind. closed 5 mon. later closed with 5 It. 
10. Rt. P.O. closed — _ 


11. OR... rt ? did not return 

12. O.R. rt. _ closed Pt. stopped coming 
15. Od. st. -— closed Pt. stopped coming 
14. O.R. rt. pain 3 hours closed — 


15. O.R. It. — closed later closed with 3 It. 
16. O.R. rt. == closed — 


17. O.R. It. Fainted. Pulse i20. Re- closed “+ 
acted fav. in 20 min. 
Rested one hour. 

18. OR. rt. —- closed co 


19. O.R. It. ~ closed —~ 

20. O.R. rt. — closing stopped coming 
21. OR. 10. closed _ 

2. OR. tt closed — 
23..0.R. rt. closed _ 

24. O.R. rt. closed _ 

25.. OR. tt. closed _ 

26. Dir. ’ — closed — 

27. O.R. rt. _— ? did not return 


28. O.R. It. 10 Fainted firsttreatment closed 
29. O.R. rt. 10 — closed 
$6, GS, xt. 8 Burning sens. for 20 min. closed 


31. O.R. It. 8 — closed 
$2: OR. tt. 8 -— closed 


33. Inc. hernia after 

appendectomy. 8 — closed 
34. O.R. rt. 7 — closed 
35. O.R. It. 6 — closed 


36. O.R. It. 8 Felt dizzy upon standing. closed 
37. OR, tt. 6 Fainted. Given ¥% cc. closed 
Adr. Able to leave of- 
fice in % hour. First 
visit. 
closed = 
? stopped coming 
? stopped coming 


closed _ 
closed _ 


Complained of slight closed _ 
pain for 24 hours. 
— closed 


— closed 


— closed 
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SUMMARY 
Injection Method Injections Results 
No. No. 
2B Recmin—-Gieeet — 8 satisfactory 
. 2 EI eee ae anaes 5 - 
ie I cece Rac ic tcsnsas- vind siSreneesiceniiie 24 “ 
. * inc. p. appendectomy -_____-___--____ 8 - 
e * re-occurr. p. herniotomy —-_-------_- 17 “ 
es indirect inguinal ___________________ 38 “ 
_ I a cee os erence 223 satis. with check up. 
Be ID conic nreis at eee 323 successfully treated 


Adding the two cases, which were examined by other doctors after treatment and 
considered as having no open rings (cases 1 and 8), we may state that forty of our 


cases gave satisfactory results. 














I cs i cee 5 
40 328 successful 
Six of the above cases had re-occurrence in periods varying from one to five months. 
This was due, no doubt, to an insufficient amount of injections. These rings were 
subsequently closed satisfactorily. The treatment consisted of from 3 to 6 in- 
jections. The remaining five cases, one of which had bilateral open rings, did not 
answer our correspondence. They had from 1 to 4 injections, respectively. 
1 open ring rt. ----------------- canis abc 4 no check-up possible 
OI INI, sacretcioccicit ge sede ise ce atinccincivenv a nenieeds 2 due to lack of coop- 
DIE roca coca ks keen 3 eration from the pa- 
PCO ile ists see site eee 3 tients. 
Oy Se ee nee eee 3 
ene ei ee a ene Se 1 
46 hernias (total) 344 (total injections) 


We feel that 40 cases of hernias out of 46 hernias have been treated satisfactorily in periods 


varying from four months to two years. 


Three patients fainted with the first treatment and 
were revived with aromatic spirits of ammonia and 
adrenalin. Inasmuch as one of these patients later 
had a similar reaction after withdrawing 5 cc. of 
blood for a Wassermann, we cannot attribute this to 
the method of treatment for hernia. One of the pa- 
tients confessed that he collapsed whenever he visited 
his dentist. One patient, on the second day, had a 
swollen area of edema about the size of a hen’s egg 
along the canal, which caused some discomfort but no 
severe pain, and disappeared in about a week of its 
own accord. 

Three patients complained of pain, which in only 
one case was of twenty-four hours’ duration. 


DISCUSSION 

There is considerable difficulty encountered when 
one attempts to evaluate the above results because, 
as in case one and eight, the patient is uncooperative 
and upon simple closure of the ring after one to four 
treatments visits elsewhere and is told that he has no 
open rings. He either neglects to return or writes 
an indignant letter to the effect that he has been ex- 
amined and told that he “has no hernia and no signs 
of ever having had any.” 


Another difficulty encountered is that, even though 
rejected for an industrial or civil service position be- 
cause of open rings, the patient, reapplying for an 
examination, may be examined by another doctor 
whose standards for open rings differ, and, because 
he is accepted for this position, he fails to return and 
resents having been subjected to treatment. 


In our examination of thousands of men we find 
no standard of size of external ring satisfactory, be- 
cause it was demonstrated in case number 4C that 
the ring was less than the index finger in diameter 
and yet the patient had a large scrotal hernia. 

In other cases, in which the ring was two fingers 
open accompanied by strong underlying musculature, 
there was no hernial sac present and no marked im- 
pulse on coughing. 

Many doctors do not consider an open ring a po- 
tential hernia, which bewilders the patient when he 
visits several physicians of opposing schools of 
thought. It is as embarrassing to one to have con- 
sidered a patient as not having a potential hernia and 
later have him rejected when applying for a position 
in the State of New York, as it is to inform him of an 
open ring and advise him to have treatment or inject 
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him from one to three times only to have him told he 
has not or never had any sign of a hernia and he is 
accepted for employment. 
had no bearing upon the efficacy of the injection 
treatment of hernia. In all, seven patients did not 
cooperate sufficiently to determine the result of the 
treatment. Inasmuch as two of these were told 
they had no open rings after treatment, injections 
must at least have been temporarily effective after 
three injections or the physician had a different 
standard of measurement for open rings. We do not 
consider these rings permanently closed. 

The incisional hernias, one following appendec- 
tomy, the other recurring after a herniorrhaphy, were 
closed after eight and seventeen injections, respec- 


These remarks, however, 


tively. Both patients are now leading a strenuous 
physical life without the aid of a truss; one is a fire- 
man and the other is an active participant in the 
gymnasium course for the same position. Both of 
these patients were fitted with an improvised truss 
consisting of a padding with adhesive tape and the 
upper part of the smaller sized elastic abdominal and 


scrotal supports. 


CONCLUSION 


Rice stated that one should not attempt a closure 
of a ring larger than 3 cm. We believe this rule is a 
good one and have adopted it as a general rule. 
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However on two occasions the rings were larger than 
3 cm and, although the patient was advised that an 
operation was indicated, to our great surprise the 
rings were closed upon completion of treatment. In 
our experience with open rings, with or without im- 
pulse—the so-called potential hernia—the injection 
method is the therapy of choice because of adequate 
closure of ring and canal without danger or pain, and 
without hospitalization with its expense and loss of 
time from work. Our patients were continuously 
employed without economic loss to society. 

With this in mind, we recall one case which pre- 
ferred the injection treatment. We informed the in- 
surance company involved that in our opinion the 
patient could be successfully treated by injection 
therapy. We were advised that they would authorize 
us to operate but not to inject because this form of 
treatment was still in the experimental stage. 

These few cases do not prove much. It is with 
the intention, however, of assisting in the progress 
of medicine in general, and, specifically, to aid in 
the raising from the experimental state this form of 
treatment for hernia, that we submit this experi- 
ential data to the increasing number of favorable 
reports, and thereby assist toward making the injec- 
tion treatment a recognized pyocedure for selected 
cases of hernia and open rings. 


156 East 52nd Street. 





MANAGEMENT OF TRICHOMONAS INFECTION IN THE FEMALE.* 





R. H. Gruss, M.D.., 


Christiansburg, Virginia. 


1 know of no other condition in which the diagno- 
sis is so readily made, the results obtained so good, 
and the patient so gratified, as that of Trichomonas 
infection. 
to the medical man and the surgeon. 


This is a condition that is common both 
The reason 
that we do not find it more often is because we do 
not take the time to look for it, and right here let me 
impress upon you the importance of inspection as a 
routine procedure in pelvic examinations. No pelvic 
examination is complete without it, and very fre- 
quently a diagnosis can be made by inspection alone. 

The cardinal symptoms are profuse watery or 
thick irritating mucous discharge, which produces 





*Read before the Southwestern Virginia Medical Society 
at Abingdon, Va., April 14, 1938. 


itching and burning about the vulva and perineum. 
It has a sour or fetid odor, is usually greenish in 
color and frothy in consistency, containing many 
small bubbles. The introitus and external genitalia 
in the acute stage are usually red, and show evidence 
of scarification due to the scratching. In this acute 
stage the examination is extremely tender, and diffi- 
cult to make, especially with a speculum. In the sub- 
acute or chronic infection the examination is not so 
acutely tender, and on inspection the vaginal mucosa 
presents granulated hyperemic or punctate lesions, 
and the term “strawberry vagina” is often used. 
This irritating discharge is always acid in reaction, 
as the trichomonads require an acid medium as their 
habitat. In making an examination for Tricho- 
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monas, it is important not to use any lubricant such 
as K-Y jelly, as the organism is very sensitive to this, 
rendering them immotile, in which condition it is 
very difficult to differentiate them from a pus cell. 
The diagnosis is made by making a smear, prefer- 
ably a hanging drop. The patient is properly 
draped, and a speculum which has not been lubri- 
cated is inserted, and with an applicator a drop of 
the secretion is obtained from the fornices or cul-de- 
sac preferably, and immediately dipped or submerged 
in three or 4 cc. of warm normal saline. A hanging 
drop is made, and it is well to examine under high 
dry lens. It is better to first use a low power, and 
if many organisms are present one can see the oscil- 
lating movements in the field, and then switch to the 
high power so as to bring out the details. 

The Trichomonas is a flagellated protozoon which 
may be pear-shaped, oval, round, or irregular, with 
an ameboid process. It has a nucleus close to the 
anterior end and four flagelli are usually easily visi- 
ble Should the patient be so tender that the intro- 
duction of a speculum is difficult, one can separate 
the labia gently and introduce an applicator well 
back into the vagina to obtain the secretion, or if 
one prefers he could make the pelvic examination 
with dry gloves and after withdrawing the gloved 
fingers introduce the tip of the fingers into the nor- 
mal saline and use this for the hanging drop. It is 
important in examining this to cut down the light of 
the scope just as we do in looking for hyaline casts 
in the urine. If we do not, we will often look through 
and miss them. It is important to ask the patient 
if she has used any form of a douche during the day 
of examination or the preceding day or two, because 
the Trichomonas organism will be rendered inactive 
by even a simple warm water douche. If the or- 
ganisms are not found, yet the symptoms of a leu- 
corrhea are, or have been, present, do not tell your 
patient she does not have Trichomonas, but repeated 
examinations should be made. The trichomonads 
are usually located about islands of debris or pus 
cells. In any leucorrhea, always make a smear for 
gonococci and a hanging drop for trichomonas. 

The trichomonads are rarely ever found in acute 
GC infections of the cervix, but are often found in 
the chronic state. Should there be a history of some 
recent change in the sexual life of a woman and her 
husband, or lover, the patient may think she has a 
venereal infection. Physicians who are not familiar 
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with the vaginal flora and who fail to examine slices 
of the vaginal discharge in these cases will frequently 
err in the diagnosis. Often, patients will come in 
and say, “Doctor, I have a right bad discharge fol- 
lowing my menstrual periods which seems to improve 
after a week or two”. Remember that blood is a hot- 
bed for the trichomonads, and those discharges that 
are aggravated by the menstrual period are nearly 
always pathognomonic of Trichomonas infection. 
Your patient may complain of irregular spotting in 
between her periods, and dyspareunia, or painful 
coitus, may be a pronounced and very important 
symptom of this common vaginal infection. In your 
cases of pregnancy, question her as to the amount of 
vaginal discharge. There is normally a moderate in- 
crease during pregnancy, but make a hanging drop 
for Trichomonas and you will be surprised to find 
a high percentage infected with Trichomonas. It is 
very important to treat them in the pre-natal period, 
and, as Goldstein has pointed out, in 152 cases a 
morbidity rate, regardless of the mode of delivery, 
ran considerably higher than those free of this con- 
dition. His figures ran 75 per cent increase in mor- 
bidity in the white, and 41 per cent in the negro. 

Urinary complaints occupy an important place in 
the symptomatology of Trichomonas vaginitis. Care- 
ful questioning will elicit a history of urinary diffi- 
culty in 50 per cent of the cases, of which the more 
important are frequency, urgency, dysuria, and noc- 
turia. 

The trichomonads have been found in women who 
have senile atrophy of the vagina, in married women, 
including pregnancies, in virgins during and before 
puberty, in young children, and in the prostatic se- 
cretion of men. The mode of infection is not known, 
but the most common belief is that the rectum is the 
focus of infection. These organisms invade the uri- 
nary tract, Bartholin glands, and also the urethra of 
the male during coitus, and in the latter condition 
the husband may re-infect his wife in spite of her 
treatment. The proximity of the rectum to the 
vagina, and the habit of most women in cleansing 
the anus toward the vagina after each defecation 
would allow an easy access of the trichomonads to 
the vagina. 

TREATMENT 

The multiplicity of treatments for this condition 
is evidence that there is not any specific for Tricho- 
monas. However, most any of the treatments may 
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prove satisfactory in the majority of cases, and only 
about 20 per cent are obstinate and will require a 
change to some other form of treatment. The pow- 
der treatment is probably the most popular. Gellhorn 
uses a powder consisting of stovarsol, an arsenical 
preparation, two parts to seven parts each of kaolin 
and sodium bicarbonate. The introduction of this 
powder into the vagina can be readily accomplished 
by the use of a small blower such as is used for insect 
powders, as the common Flit can, and may be ob- 
tained at any drug store for ten cents. The patient 
is placed in the lithotomy position, and, with a specu- 
lum placed, the powder is sprayed over the entire 
vaginal mucosa, moving the speculum so as to ex- 
pose that surface which had previously been con- 
cealed. Before using this powder, it is very im- 
portant to dry the vaginal mucosa thoroughly with 
cotton, and a great number of men flush the vaginal 
mucosa with tincture of green soap first, then thor- 
oughly dry before spraying the powder. This treat- 
ment should be repeated daily for six days, and re- 
instituted for three or four days following the next 
period. 

Gellhorn advocates the use nightly of a vaginal 
suppository, consisting or 1 per cent picric acid, in 
the interval between the close of the first treatment 
and the next period. The following morning the ex- 
cess of the suppository is removed by a two-quart 
warm-water douche to which has been added two 
drams of U.S.P. lactic acid. Carbasone or arceto- 
sone, both arsenicals, may be substituted for the 
stovarsol. The prescription we use is as follows: 
Arcetosone, or Carbasone, drams 1, Kaolin and So- 
dium Bicarbonate of each drams 3. Make into 
twelve powders. Some men differ as to the use of 
douches while using the powder, and my experience 
has been that good results will be obtained in the 
great majority of cases by using the powder six days 
consecutively with no douches until after the last 
treatment, and then have the patient return about 
three days following her period for a series of three 
treatments on consecutive days. 
hanging drop following the menstrual period for 


Always make a 


three or four months, as recurrence is one of the 
distinctive qualities of the Trichomonas infection. 
This powder can be used with a special insufflator, 
which is an advantage over the Flit can in that it 
fits tightly into the vaginal orifice and distends the 
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vaginal mucosa. The speculum is not necessary if 
we use the latter. 

Remember that the trichomonads abhor a dry at- 
mosphere, while they thrive in moisture. It is im- 
portant to spray the external genitalia with the 
powder as well, and after the first, second, or the 
third treatment the patient usually experiences 
marked relief, and is most grateful for the same. 
The powder may be kept in the vagina by inserting 
a cotton pledget, as we are withdrawing the speculum. 
This powder treatment is probably the most satisfac- 
tory during pregnancy, as there is not as much ma- 
nipulation as there is in other forms of treatment, 
therefore lessening the chances for abortion or mis- 
carriage. 

Another popular treatment is with silver picrate. 
Winther cleanses the vagina well with hydrogen 
peroxide, thoroughly dries the mucosa, and sprays a 
powder consisting of 1 per cent‘silver picrate in 
kaolin. The patient is instructed to insert a vaginal 
boro-glyceride gelatin suppository containing 2 gr. 
silver picrate nightly for six nights. Then return 
for another insufflation which is to be followed by 
six more suppositories, making a total of twelve. 
Thus two insufflations and twelve suppositories con- 
stitutes a routine treatment. 

In patients who find it difficult to come to your 
office, carbasone suppositories can be used with re- 
lief in the majority of cases. The patient is in- 
structed to insert one each night for six nights, and 
then one weekly until her next period. Following 
her period she is to use one each night for three or 
four nights. In the more obstinate cases, in which 
the trichomonads persist in spite of treatment, it is 
well to use either carbasone or silver picrate sup- 
positories, or whatever method of treatment is being 
instituted, nightly during the menstrual period, as 
well as three or four days following. Always have 
your patient return three or four days following her 
period and make a hanging drop; if trichomonads 
are found, repeat the series. In the average case, 
they will get complete relief after two or three men- 
strual periods. 

Ayer and Neil treat their patients by “soda packs”. 
They dry the vagina thoroughly, and insert one or 
two ounces of sodium bicarbonate, the kitchen variety, 
into the vagina. They instruct the patient to take a 
douche the following day, using one or two ounces 
of soda to one quart of warm water. The soda gives 
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rise to a burning sensation for three to five hours, 
but they usually control this with sedatives. They 
give the treatment on alternating days, and the hang- 
ing drop is made at each treatment. Usually three 
to five packs reduce the organisms to a point where 
they can not be found. This series is repeated fol- 
lowing the next menstrual period. They keep the 
urine alkaline during the entire treatment. 

Another form of treatment which comes in con- 
veniently, and especially in our indigent cases, is the 
saline treatment. The patient herself can easily pre- 
pare an approximate 20 per cent solution by dissolv- 
ing one glass full of salt in four glasses of warm 
water. In order to secure an abundant vaginal flush- 
ing, this amount of salt and water can be doubled. 
The solution is used at body temperature, and the 
douching is well tolerated by the vaginal mucosa, 
although the first treatment may cause a burning 
sensation. In nearly all cases the acute symptoms 
subside after two or three daily douches. The pa- 
tient is instructed to use this daily douche for ten 
days, and repeat following the next menstrual period. 
It is important in douching that the patient lie down, 
not to sit on a pan or commode, as the solution runs 
out about as fast as it goes in. It is easy.to place a 
board across a basin on the floor to support the hips, 
and to not hold the douche bag over two or three feet 
above the hips, allowing the solution to remain in the 
vagina fifteen to twenty minutes. 

The patient is instructed to cleanse well after each 
defecation with 1:1000 solution of bichloride of 
mercury, from above downward. She should insist 
on no one else using the douche bag, and in giving 
the douche to hold the labia firmly around the nozzle 
so as to distend the vagina. The patient should 
change clothes daily, and boil after wearing. She 
should be told that the condition is contagious. She 
should not use the bath tub unless it is scalded after- 
wards. 

In the more obstinate cases, it may be necessary to 
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cauterize the cervix. This will sometimes clear up 
the condition when other treatments seem to have 
failed. It is only an adjunct to the other treatments, 
however, and does not replace them. 


CONCLUSIONS 
As Osler once said, “Always study medicine, and 
always suspect syphilis”. So we in our treatment of 
vaginal discharges should always suspect tricho- 
monas. Make a hanging drop or a smear for Tricho- 
monas, and a smear for GC. Remember that blood 
is a good hot-bed, that Trichomonas has a strong 
tendency to recur following the menstrual periods, 
and follow the case through to a minimum of three 

to four months before discharging. 
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MENINGITIS (STREPTOCOCCUS HEMOLYTICUS) SECONDARY 
TO OTITIC INFECTION. 





James E. Dieut, M.D., 
Norfolk, Virginia. “ 





In reporting this case I want to state that the 
medical supervision was directed by Dr. H. M. Doles, 
and the writer’s part was secondary and cooperative 
in character. 


CasE REPORT 
Case No. 6856.—A white male, age fifteen years, 
on November 23, 1937, was taken with a sore throat 
and head cold, associated with fever and general 
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malaise. He was taken out of school and on the 
night of November 24, was taken with a sudden, 
severe pain in the right ear. The next morning the 
ear was discharging yellowish pus. It continued to 
drain without interruption until December 10, when 
it ceased abruptly as it began. During this time the 
patient remained at home, part of the time in bed 
and part up and about the house, complaining of 
pain in his ear and head, and loss of appetite. The 
pain became more intense on the left frontal and 
occipital region, constantly present, and it became 
general in character. He wanted to sleep most of 
the time, became more stupid, and showed irritabil- 
ity whenever disturbed. The headaches became more 
severe, stupor more marked, and temperature ele- 
vated. He vomited five times on December 12. At 
this time his mother noticed that the left eye was 
turned in and there were signs of stiffness of the 
neck and the patient was more stupid. The family 
physician was called in who immediately sent the 
patient to the hospital. 

December 13, 1937, A.M., patient was admitted 
to the Norfolk General Hospital. He was carried 
He was confused, disoriented, 
Physical examination 


in on the stretcher. 
stuporous, and _ irritable. 
showed a well-developed white adolescent male in 
a fair state of nutrition, who was stuporous, con- 
fused, irritable and non-cooperative. There was a 
stiffness of the neck with pain upon manipulation. 
The left external rectus was paralyzed. Pupils did 
not contract well down. Unable to see fundus on 
account of patient resisting. There was a bilateral 
Kernig, and Brudzinski was positive. Obviously, 
we had a-case of meningitis. The right ear drum 
had a small central opening with yellowish sero pus 
bubbling through as though under pressure. The 
drum was not red or bulging, and there was no sag- 
ging of posterior superior canal wall; in fact, the 
drum had the color and somewhat the appearance of 
the skin of the external auditory canal, and we were 
unable to recognize any of the normal drum reflexes. 
Lumbar puncture was done. The initial pressure 
(IP) was between six and seven hundred mm. of 
H,0. Twenty cc. of cloudy fluid was removed. The 
final pressure (FP) dropped to 230 mm. Pandy 
marked increase. Sugar 5 mg. A smear and cul- 
ture was positive of streptococcus hemolyticus and 
diphtheroid bacilli. The same organisms were found 
on the smear from the right ear. The cell count of 
the spinal fluid was 6000 per cmm. A second spinal 
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puncture was done the same day and the cell count 
was 9500 per cmm. The RBC was 4,040,000 and 
the WBC was 20,400 per cmm. Polys 97 per cent, 


? 


small lymphocytes 3 per cent, Hemoglobin 78 per 





Roentgenogram taken December 13, 1937. 


cent. Urinalysis: red color, cloudy, acid, sp. gr. 
1.017, albumin and sugar positive, many blood cells 
and epithelium and pus cells present. X-ray report 
by Dr. Magruder: The left mastoid was clear. 
There was a loss of intercellular elements with break- 
ing down and softening in right mastoid, which was 
considered surgical. Temperature 104.3, pulse 100 
and respiration 30 per min. Having made the diag- 
nosis of bacterial meningitis, the craft was called to- 
gether after meditating upon the seriousness of the 
condition, it was agreed upon to defer surgical inter- 
vention. The order of the day was spinal punc- 
tures, sulfanilamide gr. xv, bicarbonate of soda gr. 
xv, with water vi oz., every four hours, high protein 
diet, intermittent feeding, and blood transfusions. 

December 14, 1937: Spinal pressure (IP) 370 
mm.; 20 cc. fluid removed; FP 110 mm.; cell count 
2600 percmm. Temperature 103. Pulse 106. Res- 
500 cc. of 5 per cent glucose in saline 
given intravenously. WBC 26,000; polys 90 per 
cent; small lymphs 10 per cent. Urinalysis brown 
color, cloudy, acid, sp. gr. 1.009, trace albumin, 
sugar positive. Many blood cells. Microscopically— 
few epithelial and pus cells. 

December 15, 1937: Patient very uncomfortable. 
Pains in head, restless, somewhat confused, recog- 
nized his mother. Spinal fluid cell count 1100. 
Pandy marked increase. 35 cc. fluid removed, IP 
350, FP 110mm. There was active bilateral jugular 
response, minimum rise of sixty points on either side. 
Urinalysis remained the same, except sugar free. 
Tympanic membrane showed signs of light reflex. 
There was no drainage. 

December 16, 1937: Patient seemed brighter, had 
a fairly good night. There was less rigidity of neck 
present. Spinal puncture IP 300 mm.; less cloudy. 
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15 cc. of fluid removed. Cell count 1040 per cmm. 
Pandy marked increase. Compained of severe head- 
ache, following the puncture. At 7 P. M. second 
spinal puncture was made. IP 500 mm. Fluid less 
cloudy; between 35 and 40 cc. of fluid removed. 
FP 105 mm. Urinalysis essentially the same as 
previous specimens. Blood examination: Hgb. 86 
per cent, RBC 4,130,000, WBC 14,000, polys 80 
per cent, small lymphs 19 per cent, eosinophiles 1 
per cent. Blood Wassermann negative. The second 
and third spinal fluid cultures were negative; also 
blood culture negative. 

December 17, 1937: Patient complained of severe 
headache, was restless and irritable. Spinal puncture 
IP 450 mm. 30 cc. fluid removed; cloudy. FP 100 
mm. Temperature 103, pulse 85, respiration 20. 
Cell count 700. Pandy marked increase. 

December 18, 1937: Patient’s condition remained 
the same. Spinal puncture IP 400 mm. 25 cc. fluid 
removed. FP 90 mm. Cell count 770 per cmm. 
Culture of spinal fluid negative. Blood count: 
Hgb. 70 per cent, RBC 3,740,000, WBC 10,200, 
polys 80 per cent, small lymphs 18 per cent, eosino- 
philes 1 per cent, basophiles 1 per cent. 

December 19, 1937: Spinal fluid cell count 950. 

December 20, 1937: Spinal fluid cell count 340. 

December 21, 1937: Spinal fluid cell count 330. 

December 22, 1937: Spinal fluid cell count 130. 
IP between 250-300 mm. of the above punctures. 
Blood examination, Hgb. 74 per cent, RBC 3,880,- 
000, WBC 14,400, polys 90 per cent, small lymphs 
10 per cent. 

December 23, 1937: Spinal puncture, cell count 
165; globulin moderate increase. There was no 
change in paralysis of the left external rectus muscle. 
The pupils dilated equally and regularly, reacting 
promptly, but not well down, and then would spring 
back. There was about four diopters of swelling of 
both discs. Veins tortuous. There was a recent fan- 
shaped retinal hemorrhage adjacent to upper edge 
of right disc. 

December 25, 26, 30, 1937: Spinal punctures 
were made. The last puncture on the 30th showed 
IP 240 mm. 30 cc. fluid was removed. FP 70 mm. 
Left jugular pressure to 128 mm. Right jugular pres- 
sure 140 mm. Pressure fell promptly to 80 mm.; 
bilateral jugular compression to 180 mm. 

January 1, 1938: Patient gradually showing im- 
provement. More comfortable and takes more in- 
terest. 300 cc. citrated blood given intravenously. 


VIRGINIA MEDICAL MONTHLY 


[ December, 


There was about 2 diopters swelling of the disc. 
The lumbar punctures and sulfanilamide treatments 
were discontinued on December 30. 

January 3, 1938: Patient shows improvement. 
Temperature, pulse, respiration normal. Mental 
reaction more normal. Complained mostly of pain 
over left frontal region. Blood count RBC 3,444,000, 
WBC 5,000, neutrophiles matured 37 per cent, small 
lymphs 57 per cent, eosinophiles 5 per cent, baso- 
philes 1 per cent. 

January 9, 1938: Patient allowed back rest. 
Showed improvement. The left eye showed a tend- 
ency to move outward. The papillitis had disap- 
peared, with the exception of slight haziness of the 
disc. 

January 10, 1938: Urinalysis negative. Patient 
allowed to sit up in the rolling chair for an hour in 
the morning and afternoon. He complained of weak- 
ness in the legs when he tried to walk. There was 
no rigidity of the neck. Kernig and Brudzinski 
were negative. 

January 12, 1938: Patient shows daily improve- 
ment in every way. Takes more interest. Allowed 
to be up in chair. His mental reaction is normal. 
Said that his legs were very weak. The fundi prac- 
tically normal except there is a hyperemia of the 
retina. The left external rectus showed more 
strength. The retinal hemorrhage of right eye prac- 
tically absorbed. There was no evidence of middle 
ear or mastoid manifestation from clinical or cyto- 
logical finding. Patient did not complain of head- 
ache, visual or aural disturbances. The only com- 
plaint was weakness in his legs. The patient was 
discharged from the hospital January 14, 1938, 
with instructions to report,to the outpatient depart- 
ment. 

March 8, 1938: Vision 20/15 OU. There is no 
muscular imbalance, fundi normal, no evidence of 
retinal hemorrhage in right eye. Special ear ex- 
amination: hears ordinary conversation at twenty 
feet, hears the lowest whisper through the six-foot 
speaking tube on each side. Weber’s test shows no 
lateralization. Schwaback’s test, both ABC dimin- 
ished especially for low tones.; Right ear—128, A 
25 sec., B 12 sec.; Left ear—A 25 sec., B 10 sec. 512 
C; Right ear—A 60 sec., B 25 sec.; Left ear—A 90 
sec., B 30 sec. With noise apparatus in left ear he 
hears low sounds indistinctly; otherwise normal hear- 
ing. Caloric test—Right ear water temperature 
65 F. Time of irrigation 4 min.; amount of water 
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used 2500 cc.; horizontal nystagmus to left 45 sec. 
Left ear 4 min. irrigation, 3500 cc. water used; hori- 
zontal nystagmus to right 60 sec. duration. Fistula 
tests negative on compression. The tympanic mem- 
branes normal light reflex. The right drum is re- 
tracted and the malleus stands out conspicuously. 

March 30, 1938: X-ray report: Left mastoid is 
clear. ‘There is some increase in sclerotic change 
around the antrum at the tip and along the petrous 
ridge of the right mastoid. There is lack of definite 
cellular outline throughout with an intermingling 
increase in sclerosis. There is, however, some defi- 
nite aereation in the petrous triangle, and in the 
superficial cells. Impression: Chronic right mas- 
toiditis. 

In conclusion and recapitulation: Attention is 
directed to the significance of the otitis media ful- 
minans less than twelve hours from the time of the 
severe aural pain until rupture of the tympanic mem- 
brane; also the chronological and sequential order 
of events from the beginning of acute rhinitis, 
pharyngitis, tonsillitis, otitis media fulminans, ne- 
phritis, mastoiditis, and finally bacterial meningitis 
with recovery. 

There was a spinal fluid pressure variation from 
70 mm. to about 700 mm. of water, with variation 
upon pressure of internal jugulars. 

From December 13 to the 30, there were 19 spinal 
punctures made, 500 to 600 cc. of fluid removed, be- 
tween 1000 to 1100 grains of sulfanilamide given 
by mouth, and 800 cc. of citrated blood given intra- 
venously. The spinal fluid cell count ranged from 
130 to 9500 percm. Temperature from 97 to around 
105 degrees. On one occasion there was about 4 
diopters of papillary edema, with recent hemorrhage 
in retina in right eye. There was a paralysis of the 
left external rectus muscle. Urinalvsis indicated 
acute nephritis. Bacteria were positive in the spinal 
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Roentgenogram taken March 30, 


fluid both on culture and smear. The same organ- 
isms were positive from the right ear, namely, strep- 
tococcus hemolyticus and diphtheroid bacilli. There 
were two roentgenograms taken of both mastoids, 
the first December 13, 1937, and the second March 
30, 1938. The blood cultures were negative. 

The aural surgeons are not unmindful that a 
foci of infection in the mastoid should be treated any 
other way but surgical, and to do otherwise would 
not be in line with the long established surgical 
principles of drainage. We should not set a prec- 
edent by illogical reasoning and say: “The manage- 
ment and outcome of the second case is likened unto 
the first.” The consensus of opinion among the 
aural surgeons is that the infected mastoid should be 
drained in conjunction with sulfanilamide, blood 
transfusions, spinal drainage and general supportive 
treatment. This case was last examined March 30, 
1938, and apparently there were no sequelae. The 
recovery seems almost miraculous. 

Without surgical drainage of the mastoid, is this 
a potential case which will become manifest at some 
future time? And, by doing a simple or radical 
mastoidectomy or apicectomy, would the future out- 
look be brighter? This cannot be intelligently 
answered now. 


813 Wainwright Building. 





THE PREVENTION OF HEARING DIFFICULTIES IN CHILDREN— 
THE ROLE OF THE FAMILY PHYSICIAN.* 


Harry B. Stone, Jr., M.D., 


Roanoke, Virginia. 


It is beginning to be recognized generally that a 
certain number of children in our schools formerly 
classified as backward or defective fall into such 





*Read before the Southwestern Virginia Medical Society 
at Abingdon, Va., April 14, 1938. 


groups solely because of defective hearing. In this 
paper I shall not deal with those unfortunate tots 
who are totally deaf from birth or those markedly 
deafened by meningitis, encephalitis, congenital lues, 
injury, or other cause. The cases with which I shall 
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concern myself are those that fall in the borderline 
between normal and markedly impaired hearing. It 
is this group of cases that are often undiagnosed and 
untreated at the early age when prompt recognition 
and adequate therapy would mean the difference be- 
tween normal hearing and deafness. 

As Berry! says in his paper, The Psychology of 
Progressive Deafness: “As a child: the onset is 
gradual. There is no concern. Neither child nor 
parent nor doctor appreciates the grave prognosis. 
The second stage finds a beginning handicap. The 
father thinks Tom is inattentive; the mother calls it 
preoccupation; the teacher suspects stupidity; his 
comrades think that he does not care, that he is 
queer or self-centered. The boy with no standard of 
comparison will not appreciate his own deafness at 
first, but will blame lowered voices or adventitious 
noises for his failure to hear.” This becomes a men- 
tal hazard which develops habits of deceit in hiding 
the condition by admission of ignorance when he 
really does not understand what has been said. 

In many metropolitan centers a wholesale testing 
of school children has revealed some interesting facts. 

The New York League for the Hard of Hearing 
has for several years been conducting tests for school 
children on a small scale, but it was only after the 
present beneficent administration came forward with 
WPA money that any large scale investigation 
could be made.? In the year ending June 1, 1936, 
668,454 children in elementary and junior high 
schools were tested with the 4A audiometer, an instru- 
ment designed for the mass testing for pure tones and 
for speech. Hearing impairments were classified as 
follows: 





Beth Bere ...W........... 21,617 3.2% 
Me on ek 27,315 4.0% 
ene 25,665 3.8% 

| Te eee 74,587 11.0% 


Now here is a figure I feel is very significant: 
the total number of children with ear conditions 
having normal hearing was 51,879, or 7.7 per cent. 
This group included those with earaches, running 
ears, etc. Of course each child is a potentially deaf 
adult. 

Combining these two groups we find 18.7 per cent 
of these children are potentially handicapped by im- 
paired hearing. Another reason I find these statistics 
interesting is that in New York City all obviously 
and markedly deafened children are sent to special 
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classes for the handicapped, thus removing the worse 
cases from the above survey. 

Now let us consider a group of high-school chil- 
dren for a moment. A survey of 70,768 cases re- 
vealed the following: 


Number of children with impaired 





hearing in one or both ears____ 5,036 7.0% 

Number of children with ear condi- 
tions having no loss of hearing__ 3,054 4.39, 
; | AD ree SRC 8,090 11.3% 


Is it not logical to assume that a goodly portion of 
this 7 per cent decrease may be due to the fact that 
some children were unable to keep up in their studies 
due to this handicap and hence failed to reach the 
high schools? 
ous, I believe. 

Such work has been started by legislation in many 
states, including California, Iowa, Minnesota, New 
Jersey and Pennsylvania. In Minneapolis the re- 
duction in incidence of notable hearing loss in school 
children over a ten-year period has been from 8 per 
cent te 5.3 per cent.’ 

Now, you ask, what are the factors concerned in 
the development of deafness in the school child? We 
are all familiar with the anatomic relations of the 
ear with the respiratory tract. The commoner causes 
of childhood deafness are shown in this table. 

1. Sinusitis. This does not mean that the child 
must have headache or other painful manifestations 
of sinus disease. The presence of profuse postnasal 
discharge, a chronic nasal stoppage, excessive nose- 
blowing, are diagnostic points that this condition has 
in common with the second important cause of hear- 
ing impairment. 

2. Hypertrophied and diseased tonsils and ade- 
noids. The history of mouth-breathing, snoring, 
failure to gain weight, poor school work will almost 
clinch the diagnosis here. 

3. The diseases of childhood are a major cause 
of diseases of the ear,—in fact, otitis media is prob- 
ably the most common complication of pneumonia, 
scarlet fever, diphtheria and the other childhood 
diseases. Meningitis and encephalitis cause nerve 
deafness, a different type from that above, more 
severe and more hopeless in prognosis. 

4. The fourth place in etiology belongs to the 
presence of foreign bodies in the external canal, 
usually impacted wax. These are sometimes very 
difficult to remove, especially if composed of organic 


The economic implications are obvi- 
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material. The latter will swell on contact with water 
so irrigation is contraindicated. Beads, pencil leads, 
and insects are often found here and may give violent 
symptoms. 

5. Diving or swimming under water is becoming 
of such moment in causing ear pathology that the 
eye, ear, nose and throat section of the A. M. A. in 
1932 formed a committe for study of methods of 
control of diseases transmitted by swimming and for 
propagation of information to public health authori- 
ties. Any child with respiratory pathology should 
be forbidden the use of public bathing pools. The 
use of pools instead of the old swimming hole has 
brought some bad features along with the decrease in 
bacterial counts. 
to the eyes and nose and in some instances cause quite 


The chemicals used are irritating 


stubborn inflammations. 

6. Traumatic injuries to the ears are serious 
causes of hearing difficulties. Rupture of the drum 
may occur in a blow over the ear, severe concussions, 
or in fracture of the skull. 

7. Congenitial syphilis is a cause of deaf-mutism, 
and also cases that come on later in life, often fol- 
lowing or during specific treatment. The prognosis 
is very poor. 

8. Toxic neuritis of the auditory nerve appears less 
frequently in children than in adults. However, 
quinine, chenopodium, salicylates and arsenicals 
must be watched for damage to the nerve. Such 
damage is often irreparable. 

9. Systemic diseases often affect the hearing es- 
pecially the following: 

. Malnutrition 

. Endocrine dyscrasias 
. Deficient diet 

. Allergic diseases 

. Anemia. 

F. Malocclusion of teeth 


AOD OWS 


The eighth nerve is one of the most sensitive in the 
body to toxic influences whatever their origin, so 
many conditions may be added to the above general 
diseases. 

The old adage, “An ounce of prevention is worth 
a pound of cure” is nowhere more applicable than 
in the prevention of deafness and its attendant handi- 
caps. The early diagnosis before a child has become 
physically and psychologically impaired is the aim 
of the work being done by the American Society for 
the Hard of Hearing. 
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The diagnosis is not easy in slight impairment in 
young children but in the school child it is easier 
to secure cooperation. First, our ultimate aim must 
be the ownership of a 4A audiometer by the Health 
Department or School Board of the cities and coun- 
ties for the routine testing of the children each year. 
As guardians of the public health, we must advocate 
this program before the federal government takes it 
over. The cases discovered this way become our pri- 
vate patients and it is the purpose of this paper to 
aid in the final differential diagnosis and treatment. 
While it is impossible to make hearing tests suitable 
for research without the aid of technical apparatus, 
a little experience with tests with the voice and tun- 
ing forks will suffice the general practitioner. With 
the help of someone whose hearing is normal, find 
out how far the spoken voice carries, then the whis- 
pered voice, both under the quietest conditions pos- 
sible. A whisper will carry about 15-18 feet, and 
low speech about twenty feet. By trying various 
numbers under the same conditions, it is found that 
seven, six, four and eight are heard much better than 
one, two, three, five and nine. A watch may be used 
to detect higher pitch deafness, but it must be stand- 
ardized as the voice was above. In either case the 
hearing is expressed best as a fraction, as 15/20 
with the normal distance below the line. 

Every physician examining the ears of school chil- 
dren should familiarize himself with the use of tun- 
ing forks. With two forks, one for low and one for 
high tones, the condition of the conduction apparatus 
and the auditory nerve can be determined. The tests are 
made in a quiet room without distractions. The fork 
is struck as even a blow as possible and the handle 
is pressed over the mastoid bone. The length of time 
heard is taken in seconds and then the air conduction 
with the flat of the fork one inch from the external 
canal is determined. The air conduction should be 
two or more times the bone conduction, normally. 
The time for each fork must be determined by the 
man using it, as technics differ, of course. In uni- 
lateral deafness the good ear must be masked by the 
use of a buzzer or current of air or other loud noise. 

The bone conduction is indicative of the condition 
of the nerve and the air conduction of the condition 
of the conduction apparatus. The differential diag- 
nosis between the two types of deafness is difficult 
and always important, especially in making a pre- 


diction as ta prognosis. The outlook in children is 
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much better in conduction deafness when gotten early, 
while the outcome of a nerve type of deafness is 
harder to predict. 

_ The treatment of hearing difficulties falls into 
three classifications: 1. Prevention. 2. Specific 
therapy directed toward improvement in hearing and 
arrest of the progress of the disease. 3. Rehabilita- 
tion and readjustment of the child to prevent handi- 
caps in society. 

Under prevention, Fowler, of New York, gave the 
interns at the New York Eye and Ear Infirmary 
these precepts: 1. Clean up the sinuses as well as 
possible. 2. Remove adenoids and tonsils, if septic. 
3. Establish ventilation of the middle ear by shrink- 
age of the orifice of the eustachian tube. 4. Allow 
swimming but not diving. 5. Prevent or shorten nasal 
infections. To these I would like to add the con- 
servative management of childhood diseases to avoid 
complications. It is along these lines that you are so 
well able to advise the parents of the children in your 
care. Clear up the nose and throat conditions and, 
if necessary, advise the removal of the tonsils and 
adenoids. Sometimes palpation of the nasopharynx 
will reveal adhesions left by the removal of the ade- 
noids, and breaking these will often clear up the 
hearing. This is an old trick of the osteopaths, and 
accounts for their success in treating deafness. 

In treating a child’s cold, ephedrine and allied 
drugs should be used only in very weak solution and 
then only during the acute congestive phase. Mild 
oils are less harmful and more comfortable. Most 
proprietary preparations are too strong. 

In otitis media the drum should be incised at the 
first sign of pus formation to prevent complications 
and lessen suffering. After the suppurating ear has 
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healed the hearing should be tested and treated if 
necessary. Routine tests should be made after an 
illness in which the ears have given symptoms. 

As regards hearing, the chronically discharging ear 
is a constant menace, and any ear running after six 
to eight weeks must be treated as a chronic ear. 
If they do not clear up under vigorous treatment to 
the nose and ear, they should be handled surgically. 

The third principle of treatment, the rehabilitation 
of those handicapped, calls for cooperation among 
physician, parents and teacher. The child should be 
given a front seat in class and if necessary lip-read- 
ing instruction. The attention of the child should be 
directed away from his handicap as much as possible. 
The American Society for the Hard of Hearing is a 
large organization with headquarters in Washington. 
Its membership consists of those interested in deaf- 
ness as a handicap and it does a great work. Their 
publications should be recommended to all our pa- 
tients who are easily discouraged. 


CONCLUSIONS 
The prevention of deafness in children is becom- 
ing a public health problem which we must meet and 
recognize. A few of the more common causes of 
deafness have been discussed and their treatment out- 
lined. 
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THE DETERMINATION OF PROLAN EXCRETION 
DURING THE MENSTRUAL CYCLE.* 


B. B. Bacay, Jr., M.D., 
and 
R. J Mary, Px.D., 
Richmond, Virginia. 


Due to the rhythmical activity of the anterior 
pituitary during the menstrual cycle, various investi- 
gators have found the pituitary gonadotropic hormone 
(F. S. H.) present in blood and urine for a few days 





*From the Department of Physiology, Medical College 
of Virginia, Richmond. 


of the cycle in comparatively large amounts, whereas 
it is absent the rest of the time. Since this hormone 
usually appears about the middle of the cycle, it is 
believed that it niay be an indication of the time of 
ovulation. D’Amour et al.? have shown that in some 
women the urinary prolan excretion occurs regu- 
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larly in the middle of the cycle, while in others it is 
quite irregular and even two peaks may appear—one 
soon after menstruation, and the other shortly before 
the next menses. Frank? has found disturbances in 
prolan excretion: in various endocrine disturbances, 
it being continuous following castration, and often 
absent in amenorrhea. Thus, the determination of 
urinary prolan may serve as an index of the time of 
ovulation, and of the type of endocrine disorder, 
as in distinguishing between primary ovarian failure 
and that ovarian failure secondary to failure of the 
pituitary. 

The most common test for urinary prolan in non- 
pregnant patients is the Aschheim-Zondek test, where 
the urine is concentrated and injected into a twenty- 
one-day-old female rat or mouse in 1 cc. doses or 
less, three times daily for two days, and the animal 
killed 100 hours after the first injection. The ovaries 
are then fixed and sectioned and the degree of stim- 
ulation of the ovaries estimated. 

There are many objections to this test: the neces- 
sity for histological preparation, the difficulty in de- 
termining the degree of follicular stimulation, and 
the number of animals required to determine the 
number of units present in the urine. Moreover, it 
is not uncommon for some of the animals to die from 
the toxic effects of the urine, which we believe is due 
largely to the K and Na content of the concentrate 
(unpublished results). 

For these reasons, we have evolved the following 
technic which obviates the above objections. We 
have used the uterine weight of the immature rat as 
an indicator, since Cartland and Nelson! have shown 
it to be more sensitive to small amounts of gonado- 
tropic hormones than the ovarian weight. In order 
to diminish the toxic effects of the urine, we wished 
to give no more than two injections a day to allow 
the animal more time to recover, and to use as dilute 
a preparation as possible. Consequently, we adopted 
Heller’s method‘ of dissolving the urine concentrate 
to be injected in 9 cc. of water, giving two injections 
per day. The animal is killed the morning of the 
sixth day. In this way the same amount of concen- 
trate is injected over a period of five days, instead of 
within two days, as with the Aschheim-Zondek 
method. We have found that this is far superior so 
far as survival of the animals is concerned. In the 
following case, only one specimen of urine proved 
toxic and then the animal died only shortly before 
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the end of the test, whereas with the Aschheim-Zon- 
dek method so many animals died with even smaller 
amounts of concentrate, that the method had to be 
discarded completely. 


The subject was a nurse, aged twenty-one years, 
with a normal menstrual history. The twenty-four- 
hour specimen of urine was collected every day dur- 
ing a complete menstrual cycle. A few cc. of chloro- 
form were previously added to the collecting bottle. 
Following addition of the first morning specimen, 
the urine was acidified to litmus with acetic acid if 
necessary, and filtered. Four parts ethyl alcohol 
were added, and it was placed in the refrigerator at 
5° C. overnight. The supernatant fluid was decanted 
and the precipitate collected by centrifuging. It was 
then washed twice with a total of 200 cc. of ether, 
mixing for five minutes, and dried. The precipitate 
was then placed in a covered Petri dish and placed 
at 5° C. until the rats were available. The day be- 
fore injection, one-fourth of the precipitate by weight 
was dissolved in 9 cc. of sterile distilled water, 
centrifuged, and replaced at 5° C. The next evening 
the supernatant fluid was poured off and measured, 
1 cc. was injected subcutaneously into a twenty-one- 
day-old female rat, and injections made twice daily 
until the animal was killed the morning of the sixth 
day. As usually occurred, the precipitate would 
absorb some of the 9 cc., so that a little more water 
had to be added to the precipitate, stirred, and centri- 
fuged, so that a total of 9 cc. could be obtained. 

The remaining three-fourths of the precipitate was 
used for the Aschheim-Zondek method, but this had 
to be given up due to the toxicity. 

The morning of the sixth day, about 108 hours 
after the first injection, the rats were killed with 
ether, the uterus stripped clean of fascia, and sec- 
tioned at the cervix. A slit was made in the uterus 
and the fluid contents, if any, pressed out between 
filter paper moistened lightly with saline. The 
uterus was then dropped into a small covered weigh- 
ing bottle and weighed. When the uterus showed 
distinct stimulation, the ovaries, free of tubes, were 
also weighed, to determine if ovarian stimulation had 
also occurred. If the uterine weight is not increased, 
we do not believe it necessary to take the trouble of 
dissecting and weighing the ovaries, since the uterine 
weight is far more sensitive. The results are shown 
in Figure 1. To our surprise, the peak of prolan ex- 
cretion occurred rather late in the cycle, but D’Amour 
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et al* have also found similar irregularities. Our 
subject experienced no intermenstrual pain. The 
blank period for the twentieth and twenty-first days 
prior to menstruation is due to the fact that all of 
the precipitate was used for the Aschheim-Zondek 
test, but no ovarian or uterine stimulation was ob- 
served. Plotting the organ weights per gram of rat 
rather than directly did not have any appreciable 
effect on the curve, so that we decided it is probably 
unnecessary. 

One could expect the estrogen excretion to be at 
its peak at this time or shortly thereafter, which 
might affect uterine weight directly, but the definite 
increase of the ovarian weight on the seventh day 
convinces us that prolan is at least concerned, and 
the definite lack of uterine stimulation during the 
rest of the cycle makes us feel sure that no previous 
peak could have been missed. Due to an over-sight, 
the ovarian weight of the rat on the eighth day was 
not obtained. This rat, as well as a repeat rat, died 
shortly before completion of the test, so that the re- 
corded uterine weight may be less than it should 
have been. In no case was the vagina open. The 
Aschheim-Zondek tests run during the first half of 
the cycle were all negative, where the animals lived. 
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Fig. 1.—The effect on uterine and ovarian weights of injecting 
a concentrate of one-fourth the twenty-four-hour specimen 
of urine from a normal female into immature rats. Definite 
prolan excretion is evident on the ninth, eighth, and seventh 
days prior to menstruation. are indicated 
the striped bars. 





One disadvantage of using the rat uterus as an 
indicator is that any estrogen not removed by ether, 
and dissolving in the added water together with the 
prolan, will increase the uterine weight directly, to 
produce a false positive. Consequently, it is neces- 
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sary to weigh the ovaries where the uterus is deti- 
nitely stimulated, since if the increase in the uterine 
weight is due to estrogens alone, the ovarian weight 
will not be increased over the controls (about 15 
mg.). Administration of estrogen simultaneously 
with the follicle stimulating hormone may produce 
ovulation and luteinization of the ovaries.® Such 
an effect did not occur in our experiment. This 
procedure will have to be followed until it is shown 
definitely that estrogens are not carried over by this 
method in sufficient amounts to affect the uterine 
weight. 

For clinical purposes, we suggest the use of half 
of the first morning specimen, rather than one-fourth 
of the twenty-four-hour specimen, in order to save 
alcohol and time. 

The approximate cost of this method may be cal- 
culated as follows: Half the morning specimen of 
urine treated with four parts of alcohol, approxi- 
mately 30 liters........._- $ 5.00 plus tax 
One rat for each day of the 





ee = 15.00 
Ether—6 liters __._..__.____ = 5.00 
0 a ae, eee == ~ $25.00 


Consequently, the actual cost, irrespective of time 
and overhead, will be more than $25, so that it does 
not appear that such a test can be used often. 


SUMMARY 


A procedure using the weights of the rat uterus 
and ovaries is suggested for the determination of the 
prolan excretion of non-pregnant females. Results 
during a menstrual cycle of a normal female are 
given. 
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REPORT OF A CASE OF TYPE III PNEUMOCOCCUS MENINGITIS 
WITH RECOVERY, IN WHICH SULFANILAMIDE WAS USED. 


R. GrEGorY MAGRupDER, M.D.., 
and 
Dan O. Nicuots, M.D., 


Charlottesville, Virginia. 


As evidenced by the scarcity of recoveries re- 
ported, meningitis due to type III pneumococcus is 
a highly fatal disease. The majority of instances of 
infection with this organism originate from the au- 
ditory apparatus;' less frequently from the para- 
nasal sinuses, cavernous sinus, or post-operatively. 
It may also occur in blood stream infections. In the 
absence of any specific medication, treatment has been 
largely symptomatic. With the recent advent of sul- 
fanilamide a number of types of pneumococcus in- 
fection have been treated with varying results. The 
purpose of this paper is to report a case of type III 
pheumococcus meningitis with recovery, in which sul- 
fanilamide was the outstanding therapeutic agent 
used. 

CasE REPORT 

The patient, a sixty-year-old white female, was 
admitted to the Martha Jefferson Hospital March 12, 
1938, in an acutely ill and irrational condition. 

The family and past histories were irrelevant. 

The present illness had begun two days before 
with slight pain in the left ear. The patient had con- 
tinued to perform her usual duties until the day of 
admission, when she began to complain of a severe 
diffuse headache. 
little nourishment, became feverish and delirious, and 
vomited. She was seen in her home by one of us on 


She remained in bed, took very 


A tentative diagnosis 
Immediate hospitaliza- 


the afternoon of admission. 
of meningitis was made. 
tion was advised. 

General physical examination revealed the follow- 
ing abnormal findings: an acutely ill, delirious 
woman; hot and dry skin; strained facial expression; 
injected sclerae; slight of the 
arteries; a red, dull, slightly bulging left ear drum; 


sclerosis retinal 
slightly pale mucous membranes; parched lips; defi- 
nite stiffness of the neck and spine; B. P. 180/84; 
slight generalized tenderness of the abdomen, and bi- 
laterally positive Kernig sign. 





_ (1) Symposium on Meningitis: Pathways of Infection 
in Suppurative Meningitis, A. A. Eggston. Annals of Otol., 
Rhin. and Laryn., Vol. 43, September, 1934. 








Routine laboratory studies were as follows: Hgb. 
75 per cent Sahli, R. B. C. 3,690,000; W. B. C. 19,- 
000; blood Kahn negative, blood culture negative. 
Urine obtained by catheter showed albumen 2+ and 
20-25 R. B. C./hpf (trauma ?). 
field. ) 


On admission the temperature was 104 degrees 


(hpf = high power 


(rectal), pulse 130, and respiration 30. Immediate 
lumbar puncture showed the spinal fluid to be under 
increased pressure, and very cloudy and yellow. A 
count showed innumerable pus cells. Gram stain of 
the sediment showed numerous Gram positive diplo- 
cocci in pairs and chains. Typing of the spinal 
fluid by the Neufeld method was reported positive 
for type III pneumococcus. Spinal fluid culture also 
showed type III. 

The patient was given 1,500 cc. of 5 per cent glu- 
cose intravenously. A nasoduodenal tube was in- 
serted and fluids forced. Intensive administration 
of sulfanilamide and sodium bicarbonate by mouth 
was started. 

The night of admission a left myringotomy was 
done and pus under pressure found. This middle 
ear infection was thought to be the portal of entry 
for the organism. 

By midday, the day after admission, the patient 
had received 160 grains each of sulfanilamide and 
sodium bicarbonate. The blood sulfanilamide was 
7 mgm./100 cc. and spinal fluid sulfanilamide 8 
Sulfanilamide and sodium bicar- 
bonate were continued in twenty grain doses each 
Drain- 


mgm./100 cc. 


every four hours and later every three hours. 
age of the spinal fluid was done approximately every 
six to eight hours during the first week. 

The patient continued ill with high fever, rest- 
lessness, cyanosis, incontinence of urine and feces 
and was irrational. She was given blood transfu- 
sions of 300 cc., 500 cc. and 250 cc. of citrated blood 
on the second, third and fifth hospital days, respec- 
tively. An indwelling catheter was maintained. 

On March 14, 16, and 17, Gram stains and cul- 
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tures of the spinal fluid were negative for any organ- 
isms 

On March 15, the Hgb, was 90 per cent Sahli, 
R. B. C. 5,190,000; W. B. C. 18,000. A spinal 
fluid cell count was 2,600. Carbon dioxide combin- 
ing power was 48.1 volume per cent. 

By March 16, the patient had improved and be- 
came rational for the first time. 

On March 18, six days after admission, the highest 
rectal temperature was 101 degrees. A spinal fluid 
cell count was 1,200; W. B. C. 16,000; blood sul- 
fanilamide 11.4 mgm./100 cc. and spinal fluid sul- 
fanilamide 10.8 mgm./100 cc. 

Improvement was progressive. The temperature 
gradually returned to normal by the tenth day, after 
which it was never recorded over 99.6 degrees during 
The left 
ear drum returned to a normal appearance. Tube 
feeding was discontinued on March 28. As recovery 
continued, lumbar punctures were done at less fre- 
quent intervals. The spinal fluid gradually became 
clear. The cell count fell steadily; on the last punc- 


the remainder of her stay in the hospital. 


[| December, 


ture, April 1, only six cells were found. The dosage 
of sulfanilamide was decreased gradually and dis- 
continued the last week. Cyanosis disappeared. 
During convalescence there were no complaints ex- 
cept weakness. For several days before discharge 
the patient was allowed to sit up in a chair for short 
periods without ill effects. On April 9, the Hgb. was 
82 per cent Sahli, R. B. C. 4,300,000; W. B. C. 
8,200, with a normal differential count.~ Urine ob- 
tained by catheter was normal. 

The patient was discharged April 10, 1938, thirty 
days after admission, apparently having made an un- 
eventful recovery.* 

SUMMARY 

A sixty-year-old woman with type III pneumo- 
coccus meningitis probably originating from otitis 
media is reported. Treatment consisted of draining 
the focus of infection, repeated drainage of the spinal 
fluid, sulfanilamide and blood transfusions. The 
patient recovered. 





*See accompanying table. 
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HEMIPLEGIA COMPLICATING LABOR.* 


MrKeE Hynes, M.D., 
Abingdon, Virginia. 


Hemiplegia is a rare complication of labor but it 
can and dose occur; just why it is not seen more 
often is a very interesting medical question. In in- 
dividuals past middle life hemiplegia resulting from 
cerebral hemorrhage or thrombosis is a frequent 
The case 
records of any general practitioner contain a number 
of such serious vascular accidents. Available medi- 
cal literature also indicates that during eclamptic 
seizures, either pre- or post-partum, hemiplegia may 


cause of death or crippling disability. 


occasionally be encountered. Nor is it surprising 
that such vascular accidents do occur in a condition 
characterized usually by marked arterial hyperten- 
sion with an added load on the blood vessels that ac- 
companies the prolonged convulsions. 

The occurrence of a one-sided motor paralysis in 
a patient, without eclampsia, while being observed 
during the second stage of labor, came under the 
writer’s observation recently. It was the first such 
experience in ten years’ practice and approximately 
1000 deliveries. 
frequency of its incidents. 


This led to an inquiry as to the 
The available textbooks 
sn obstetrics fail to record hemiplegia as one of the 
complications of labor in the absence of eclampsia. 
Furthermore, a careful search through numbers of 
the Cumulative Index covering a period of years also 
indicates that the medical literature reviewed by the 
publishers in this and other countries was equally 
lacking in reference to the condition encountered. It 
is not infrequent that as pregnancy progresses the pa- 
tient’s blood pressure shows a tendency to become 
lower, especially during the first months, than was 
the case prior to pregnancy. Yet all of us engaged 
in the practice of obstetrics too often observe pa- 
tients in the last months of the pregnant state with 
Most 
of this group, however, if given proper pre-natal care, 


varying degrees of increasing arterial tension. 


enter labor and are delivered without serious compli- 
cations. 

It is interesting, therefore, to theorize as to why 
such individuals do not more frequently sustain 
cerebral vascular accidents. One would think that 
the tremendous effort to which the average woman in 





*Read before the Southwestern Virginia Medical Society 
at Abingdon, Va., April 14, 1938. 


labor is subjected would aggravate sufficiently the 
pre-existing arterial hypertension and result fre- 
quently in the rupture of an intra-cranial vessel. 

The following explanations of the infrequency of 
such happenings suggest themselves, though others 
not considered may well be more appropriate: 


1. No doubt, the kind hand of Providence, so 
constructed the circulatory system of the female, that 
she may safely withstand the extra strain of labor, 
because, even in the fifth and sixth decades, the 
ratio of hemiplegias show a great predominance in 
males. 

2. Perhaps during pregnancy there is some un- 
known protective hormone thrown out into the blood 
stream of the mother, to strengthen the walls of her 
vessels and carry her safely through the ordeal of 
labor. 

3. Most women fortunately are through the child- 
bearing period by the time they are forty, and the 
arterial walls usually show but slight change before 
the fifth decade of life; therefore, they would not be 
so prone to cerebral hemorrhage. 

The actual predisposing and exciting causes of a 
ruptured vessel are not always evident. The attack 
may be sudden—without any preliminary symptoms. 
In other instances, straining efforts, or over-action of 
the heart, or strong emotion may cause a rupture, but 
high blood pressure, obesity and arterial disease in 
persons over forty are the main predisposing factors. 

The treatment of hemiplegia complicating labor is 
practically the same as hemiplegia occurring. at any 
other time, except from the standpoint of delivery; 
this should be completed as early as possible, avoid- 
ing further straining efforts on the mother. If the 
baby’s head has advanced sufficiently, it is safer to 
apply low forceps and complete the delivery, rather 
than take chances on further bleeding of a ruptured 
The treatment during the period of 
coma is an expectant one. The patient should be 
carefully watched; she should be encouragd to drink, 
should be kept clean and every precaution taken to 


cerebral vessel. 


prevent bedsores. The lungs should be examined 
frequently, as there is danger of bronchopneumonia. 


After the patient comes out of the coma, she should 
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be given a back-rest, because there is no advantage 
in remaining in the recumbent position, as this only 
increases the intracranial pressure and predisposes to 
bronchopneumonia and bedsores. 

When the hemoplegia is well established, re-edu- 
cation and massage constitute important forms of 
treatment. Massage prevents the occurrence of ex- 
cessive muscular atrophy and also serves to prevent 
arthritis, which may go on to painful ankylosis and 
contracture. Re-education is much more useful than 
has heretofore been considered. Electrotherapy cer- 
tainly has its place and is a great aid to the morale 
of the patient. Beyond these general indications, 
each patient with hemiplegia requires individual and 
special treatment. 

Iodides may be given when arteriosclerosis is the 
cause. Arsenic, bismuth and mercury are indicated 
in syphilitics. Startling results should not be ex- 
pected, however, for the lesions are generally per- 
manent. The treatment of tumors and abscesses are, 
of course, surgical. Some have advocated surgical 
intervention during hemiplegic coma for the purpose 
of removing the clot and lowering the blood pressure; 
the results of such precedures have not, up to the 
present time, justified their recommendations. 


CasE REPORT 

Mrs. E. W. was seen the first time September 2, 
1937, about 11 P. M. at home. She was a white 
female, forty-two years old and weighed approxi- 
mately 160 pounds. She had been in labor four 
hours. A mid-wife, who had been called in some 
time earlier, told her she was mistaken, that she was 
not pregnant. The patient told me this was her 
seventeenth child, and I was convinced before I even 
examined her that she knew when she was having 
labor pains. 

She had never had pre-natal care and this was the 
first time a doctor had been called for her during 
childbirth. She was having labor pains at five- 
minute intervals, and complained of severe headache 
and dizziness, which had bothered her for several 
months. 

She also stated that she had frequently had sharp 
cutting pains around her heart, radiating to the left 
shoulder and down the arm. These were so severe 
at times that she would have to stop work. 

There had been some swelling of her feet and 
ankles during her last pregnancy. Blood pressure 
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was 240/160. The heart was enlarged to the lei. 
There was a blowing systolic murmuf and early dias- 
tolic murmur heard at the apex; rhythm normal. 

As the interval between pains shortened, their in- 
tensity increased and I was wondering what would 
be the outcome—when suddenly there was a loss of 
consciousness with complete relaxation of the extrem- 
ities. She could not be aroused; her face became 
flushed, lips cyanotic, pupils dilated and inactive, lips 
sputtered, breathing was short and choppy, and there 
was a Cheyne-Stokes’ rhythm. Her pulse was full 
but slow. When her hands were lifted, the left fell 
“dead”. Her head was rotated towards the left side. 
All the reflexes were abolished. The left leg was 
flaccid and dropped instantly when lifted. 

Twenty minutes after becoming unconscious, with 
but slight uterine contractions she gave birth to a six- 
pound-healthy-living baby—a spontaneous delivery. 
It was estimated that between 800-1000 cc. af blood 
was lost following the third stage of labor. 

No pituitrin or ergot was administered, as it was 
thought wise to allow her to bleed. Except for clean 
linens on the bed and placing an ice-cap on the right 
side of her head, she was not’ disturbed further. 
Blood pressure checked two hours later was 230/150. 
She was seen again in twelve hours. Pressure then 
was 235/150. 
Two days after delivery she was brought to the hos- 


The patient was still unconscious. 


pital where she remained seventeen days. While in 
the hospital she was placed on a restricted diet, and 
was given fluids for the first two days by proctocly- 
sis. She was voiding involuntarily. On the fourth 
day, she was able to take fluids by mouth. The fluid 
intake was 90 ozs. while the output was 52 ozs. Dur- 
ing the next ten days her fluids were somewhat 
limited, but at the end of that time she had a fairly 
normal ratio, her fluid intake being 48 ozs. and out- 
put 22 ozs. She was rational. Blood pressure was 
176/128. Highest temperature recorded while in 
the hospital was 99.4. 

Blood examination showed: Hemoglobin 82 per 
cent; red blood cells—3,800,000 per cm.; white blood 
cells—10,600 per cm.; differential count—P. 71 per 
cent, Lym. 29 per cent; blood urea—77 mg.; blood 
urea N-35 mg.; blood sugar—106 mg.; proteins— 
7.93; chlorides—6.15. Kahn reported negative. 

Urine analysis (Catheterized specimen) showed a 
heavy trace of albumin and 12-15 pus cells per high 
power field. 
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SUMMARY 

1. Hemiplegia does occur during labor but how 
may we best explain its infrequency ? 

2. Obesity, hypertension and arterial changes are 
the main predisposing as well as causative factors. 

3. Treatment of hemiplegia complicating labor is 
the same as hemiplegia occurring at other times, ex- 
cept the labor must be completed. 





Miscellaneous 


Doctor W. R. Cushing, Christian Gentleman, 

And Physician Of The Old School. 

Uncle Bent was standing on the corner of the 
street, leaning against a telephone pole, when I 
drove up. 

He was an old darky of some four-score years, to 
judge from his rather thin grey beard and hair, and 
his clothes and shoes were not of late purchase. His 
shirt. though, was clean, and he was wearing a black 
string tie, tied in a single loop and hanging loose. 

At a glance, I saw that he was in sorrow or trouble, 
and looking around I noticed that the streets of the 
town were almost deserted, and the stores were all 
closed. 

I was not surprised at this, for I had driven up to 
Dublin to join a host of others in paying respect to 
the memory of our old Friend, Doctor W. R. Cushing, 
who had passed on to other realms. 

Well, Uncle, I said, you seem to be in trouble. 
What is wrong, can I help you? 

The old darky gave me a quick glance from under 
his heavy eyebrows, and seeing that I was not mak- 
ing fun of him, replied, “I is in trouble, and trouble 
‘nough too. You see dat chu’ch steepul over dar on 
de hill? Well, all de town, white and colored, is 
over dar payin’ de las’ rites, and den dey’ll put him 
away after dat, but I jes’ couldn’ go. I jes’ don’ 
b’lieve I could stand it, cause he wuz jes’ de bes’ 
man I ever knowed and wuz de bes’ frien’ anybody 
ever had. I been workin’ wif ’im offen on ever 
since he cum to dis town over fifty years ago, and I 
oughta know.” 

His earnestness fascinated me, and wanting to 
draw him out further, I said, Well, Uncle, what is 
your name? “Bentley is my name, suh, but eve’y- 
body mos’ jes’ calls me Uncle Bent, fo’ short. 

“You see, I belonged to de Bentleys,—his wife’s 
people, an’ I been wid ’im ever sence ’im an’ Miss 
Cynthy wuz married, jes’ fifty year ago today, an’ 
now he done gone to ’er.” 
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Well, Uncle Bent, I said, I am glad to hear you 
say such nice things about the doctor, for I had heard 
that he was a very mean man, that he would not go 
to see anybody unless they paid him in advance, and 
that he would let the poor whites and colored people 
suffer and even die for lack of attention. That he’d 
take the flour out of the barrel and rob the smoke- 
house in order to get pay for his work, and that he 
drank all the time. 

Uncle Bent seemed stupefied for a minute, and 
then he looked up at me with tears in his eyes and 
his voice trembled as he said: “I'd jes’ like to 
know who tole you all o’ dat mess o’ lies *bout de 
Doctor, ‘cause deys’ lies, every one.” 

“Why, I’ve rid wif ’im day an’ night, day an’ 
night for years and years an’ years, an’ I ain’t never 
knowed ’im to turn down nobody white or black, at 
no time day or night, and I’ve knowed ’im to ride 
two hosses almost to death in one week, and when I 
told ’im he was working himself and his hosses to 
death, he’d jes’ laff and say, ‘Well, Bent, we’ve all 
got to go some day, an’ we can’t let the sick suffer’. 

‘An’ many a time I’ve had him say to me: ‘Bent, 
get a sack of flour an’ put it in de buggy, ’cause I 
don’ expect that woman over on de mountain is got 
much to eat fo’ dose brats, an’ now annudder one is 
comin’, an’ you better take de axe along an’ cut her 
up some wood’, 

‘An’, so while he wuz waitin’ on de woman, I’d 
cut up ‘nough of wood to las’ for a few days. 

“No, suh, I ain’t never seed nobody like ’im in my 
life—jes’ waitin’ on de sick day and night, and in 
all dese years I been wid ’im I ain’t never heard 
him axe nobody fer no money, neither. An’ while 
he had anything in his smokehouse, there ain’t none 
o’ his folks he ’tended on ever gone hungry, no suh, 
dey ain’t.” 

But Uncle Bent, I said, if he never charged any- 
body, how did he manage to live? 

“Well suh, dey paid him when dey had it, an’ 
when I axed ’im one time ’bout dat same thing, he 
jes’ said, ‘Bent, de Lawd’ll take care o’ dat’, and He 
musta, ‘cause he allus had some money in his 





pockets. 

““An’ ever sence Miss Cynthy (dat’s his wife, we 
all call her Miss Cynthy), after she gone, der never 
wuz a day he didn’t go by her grave an’ put a flower 
on it, an’ ef he didn’t have a flower, he’d jus’ go by 
an’ pat his han’ on ’er tombstone an’ bow his head 
a minit an’ den he’d cum back an’ git in de buggy, 
an’ from dat till we’d git home we’d never pass a 
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word between us. He knowed dat I un’erstood ’im. 

“As to de likker, he never tetched it an’ never 
mentioned it ’cept always on de night ’fore Christmas 
he’d han’ me a dollar an’ say, ‘Well, Bent, I know 
you want a little Christmas,’ an’ I’d git me some 
likker for Christmas, but I nebber went ’roun’ ’im 
wid it. I knowed better. 

“He was agin likker an’ when I say he wuz agin 
it, I mean he wuz agin it! 

“TI wish I knowed de man what tole you all dat 
about ’im. As old as I is, an’ as black as I is, I’d 
jes’ give ’im a piece of my mind, ’cause dey’s all 
lies—dat’s what dey is, LIES.” 


Well, Uncle Bent, I said, I’m glad to have heard’ 


what you have said about the Doctor, and I believe 
every word you have said to me to be the truth, and 
I’m going to tell the one who told me those things 
just what I think of him, and that I don’t believe 
one word of it. 

Uncle Bent’s face was wreathed in smiles when I 
said this, and when I slipped a dollar into his hand, 
he said (as if he was talking to himself more than 
to me): “Yas Suh, I’ze gwine spen’ dis fo’ sum’ 
flowers an’ put ’em on his grave, jes’ like he done for 
Miss Cynthy,—dat’s what I’ze gwiner do.” 

G. M. MAxwEL1, M.D., 
Roanoke, Virginia. 

Note.—Dr. Cushing died October 5, 1938, in 

Dublin, Virginia. 


Public Health Statistics 


I. C. Riccin, M. D., 
State Health Commissioner of Virginia. 





The report of the State Health Department’s 
bureau of communicable diseases, as compiled for the 
month of October, shows the following cases com- 
pared with the same month in 1937. 


1938 1937 
Typhoid and Paratyphoid__------~ 52 49 
SSE Sarrorea erin eae 412 302 
ND erect ennncnte 188 210 
BS oi.dics coc prasineiansnecimminniin dance 37 118 
EE eee eae 5 13 
Poliomyelitis ________---_-___-___- 10 7 
Rocky Mountain Spotted Fever____- 1 0 
OO EEE 0 0 


INDUSTRIAL HYGIENE BULLETIN ON SILICOSIS IN 
THE MONUMENT MANUFACTURING INDUSTRY 
IN VIRGINIA 
A report recently has been published covering a 
survey made by the bureau of industrial hygiene of 
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80 per cent of the monument manufacturing plants 
in the State. The study was undertaken to obtain 
information which would be helpful in assisting the 
industry in the practical application of methods of 
dust control and the preservation of the health of the 
workers. The results of the X-rays on 45 per cent 
of the workers indicate a lower incidence of silicosis 
than is reported in similar occupations in Vermont. 
Moreover, the degree of lung involvement is not ex- 
cessive. 

Excessive dust exposure, however, is reported in 
certain occupations connected with this industry. 
Nearly 27 per cent of the workers examined by X-ray 
showed lung involvement due to breathing dust. The 
report urges Virginia plants to install necessary con- 
trol measures to reduce dust concentrations to safe 
limits. 

Copies of this bulletin may be obtained on request 
from the bureau of industrial hygiene, State Depart- 
ment of Health. 


MATERNAL AND CHILD HEALTH CLINIC SERVICE 

Beginning with the organization of the first of 
these clinics two years ago an effort has been made 
to augment and improve the services available in the 
maternal and child health clinics. 

Through the professional assistance rendered to 
indigent prenatals, postnatals, infants, and preschool 
children these clinics not only represent an immediate 
community health asset but they have been and will 
continue to be valuable in demonstrating to the public 
the advantage of adequate medical supervision by 
emphasizing desirable procedures. 

The obstetricians and pediatricians have cooper- 
ated whole-heartedly in developing policies associ- 
ated with the official phases of maternal and child 
health activities. Moveover, the physicians serving 
in the clinics have aided definitely in developing and 
maintaining high standards of technique. 

While clinics for indigent mothers and children as 
yet have not been organized in sufficient numbers in 
all areas needing this service, seventy-five localities 
now are receiving direct benefit from this type of 
work. 


ADDITIONAL MEAsuRES AGAINST DIPHTHERIA 
INDICATED 
There has been a very definite increase in the num- 
ber of diphtheria cases reported to the Virginia De- 
partment of Health for the four months of July, 
August, September, and October, 1938, over the same 
period for 1937. This rise in incidence is shown in 
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the following comparison of the number of cases for 
these months recorded in 1937 and 1938 by the De- 


partment. 
Number of diphtheria cases reported 

1937 1938 
July 40 63 
August , 71 91 
September 134 190 
October - 302 451 
Total (July-October) ___ 547 795 


It can be seen that two hundred and forty-eight 
more cases have been observed for the present season 
than were recorded in 1937. This increased preval- 
ence has been somewhat generally distributed 
throughout the State with several areas exhibiting 
marked rises in incidence. 

At a recent conference called to discuss this situa- 
tion, which included the Child Welfare Committee 
of the Medical Society of Virginia, the President of 
the Virginia Pediatric Society, and members of the 
Virginia Department of Health in Richmond, a re- 
view of the past and present record of the disease 
in the State was presented. Factors influencing the 
spread and measures facilitating its control were dis- 
cussed. A more intensive program designed to re- 
duce the incidence and deaths from diphtheria was 
considered necessary. Such a program now is being 
formulated. 


Woman’s Auxiliary 
to the 


Medical Society of Virginia 


President—Mrs. Hawes CAMPBELL, Venter. 

President-Elect—Mrs. Henry A. LATANE, Alexandria. 

Corresponding Secretary—Mkrs. PAuL Pearson, Aylett. 

Recording Secretary—Mkrs. E. LATANE FLANAGAN, 3413 
West Franklin Street, Richmond. 

Treasurer—Mnrs. REUBEN F. Simms, 2502 Hawthorne 
Avenue, Richmond. 

Chairman, Press and Publicity—Mrs. Witsert E. 
BuTLeR, 217 East Indian River Road, Norfolk. 


Greetings! 
I wish it were possible for me to look into the 
faces of every doctor’s wife, those who are members 
of an auxiliary, and those who are not, and extend 
these greetings, and urge you to join us whole heartily 
in the great task and privilege of making Virginia 
more health conscious! We need you ladies, and our 
doctors need us. 
Would that all doctors might see that ours is 





organization worthy of their esteem and admiration; 
for as one of our past presidents has rightly said 
“Tn no way is the Auxiliary an interfering factor, we 
stand ready to help, without forcing ourselves or 
ideas upon any individual, group, or organization.” 

We are most anxious that those doctors’ wives who 
have not yet organized will let us come and help you 
to organize, that you may have a keener appreciation 
for that most noble of all professions, and that you 
might be more helpful in the health program of our 
State, not to mention the delightful contact of know- 
ing and loving each other better. 

Our last president chose for her slogan—inspira- 
tion, cooperation, and application. I would that we 
continue this, but that we add information. Inform 
ourselves on all the various subjects that medicine 
is trying to solve today, so that we may take our 
places on all health programs, and be able with in- 
telligence and authority to pass on knowledge that 
will make for a happier and healthier Virginia. 

Someone has said that “The medium of light is 
the incandescent bulb; the medium of music is the 
voice or the instrument; the medium of the radio is 
the microphone, and the medium of a healthful life 
and a power for the profession is our Auxiliary.” 

Again greetings, and may the coming year be one 
of progress and pleasure for us all! 

Faithfully yours, 
ELLIE CooKE CAMPBELL, 
(Mrs. HAWES CAMPBELL). 


To the Press and Publicity Chairmen: 

The chairman of the Press and Publicity Com- 
mittee of the National Auxiliary has requested me 
to mail her a summary of news assembled from re- 
ports given me by the Press and Publicity chairmen 
of each local auxiliary. The report of each meet- 
ing should contain the following information: Name 
of auxiliary and its president, date and place of 
meeting, number present, name of speaker and sub- 
ject of address, questions discussed which are of 
national importance and action taken thereon, and 
special projects of the auxiliary. 

In order to be able to give a full report, the re- 
sponsibility of obtaining an accurate record of each 
meeting depends upon your help. 

I will also appreciate any publicity notices you 
may be able to give me for the MonTHLy. These 
notices should reach me by the tenth of each month. 

Rusy D. BUTLER. 
(Mrs. WILBERT E. BUTLER). 
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Report of The Maternal Welfare Committee 


of the 


Medical Society of Virginia 








We give below the Report of the Maternal Wel- 
fare Committee intended for the recent meeting of 
the House of Delegates in Danville. This was de- 
layed in being sent in and was not on hand for con- 
sideration at that time. 


Your Chairman attended a meeting in Washington, 
D. C., January 17 and 18, 1938—“Better Care for Mothers 
and Babies’—and listened to many papers, heard many 
talks, all relating to “Better Care for Mothers and 
Babies.” 


At this meeting there were from five to six hundred 
present, representing all the States and Territories. The 
“Attendants” were composed, principally of Government 
Employees, from Mrs. Roosevelt on down to Agriculturists, 
Social and Economic Heads, Public Health Officers, Nurses, 
and Obstetricians. 


Really, it was an excellent meeting, yet, regardless of the 
fact that one of the “Speakers” stated that the Govern- 
ment was spending very much more money on “Quad- 
ripeds” — horses, sheep, cows and so forth—than for 
“Mothers and Babies,” really, personally, I feel like get- 
ting on the “Band-Wagon” and getting all we can in order 
to save Mothers’ and Babies’ lives and to give us “Health- 
ier Mothers” and “Better Babies”. 

Nevertheless, as Chairman of the Committee, I feel that 
much more can be done for “Expectant Mothers and 
Babies.” If we cannot get this service for them without 
the aid of Federal Government, then “let's get more 
Mothers and Babies, but healthier Mothers and Babies.” 
Some of the speakers at the above mentioned meeting, 
Dr. Thomas Parran, Dr. Felix Underwood, Dr. Fred L. 
Adair, Katherine F. Lenroot, Hon. Fiorello LaGuardia, 
Hon. “Jimmy” Roosevelt—his mother was unable to at- 
tend—Josephine Roche, and many, many others, all gave 
us much information, yet, what shall we do to obtain 
“results” ? 


On February 2, 1938, your Committee held a meeting at 
Richmond, with all members present, also, Dr. Simpson, 
our President. 

As you know, your Committee has tried to concentrate 
on Maternal Welfare for the past few years. Conse- 
quently, we invited Dr. Carson from the State Health 


Department to this meeting. He informed us that there 
were forty-seven prenatal clinics in operation in the 
State of Virginia at that time, and that several other 
clinics were in the process of formation. 

In view of the foregoing, a resolution was unanimously 
adopted: “Resolved that it is the sense of this committee 
that the immediate need of Maternal Welfare in this State 
is the further development of the prenatal clinics, which 
project needs additional money, personnel and other things. 
We recommend that additional appropriation or alloca- 
tion of funds be made to further this purpose.” 

As you know, prenatal clinics have been held through- 
out the State of Virginia for the past several years, under 
the direction of Drs. Lapham. and Shamburger. This 
Committee feels that the State has been fully covered 
so recommended that the service of Dr. Shamburger be dis- 
continued during the past summer. 


It was also “Resolved that it is the sense of this Com- 
mittee that successful teaching groups, or post-graduate 
instruction. to Colored Physicians would be beneficial to 
Obstetrics in Virginia.” 
passed. 


This resolution was unanimously 


Your Chairman had the pleasure and privilege of at- 
tending one of the “Prenatal Clinics” as above mentioned, 
under the supervision of Dr. John Owen, of Turbeville. 
He was delighted to find an excellent “set-up”; the num- 
ber of patients he had; the interest his “Co-Workers” were 
taking in the clinic, and believes we should concentrate 
the coming year on these prenatal clinics. 


However, we know there are many factors to be taken 
into consideration as to the ultimate success of these, e. g., 
the Federal Government, State Health Department, Med- 
ical Society of Virginia, Public Health Department, Coun- 
ties, Women’s Clubs, Civic Organizations, and so forth. 
Yet, when we realize that from fifteen to twenty thousand 
women in the United States die annually in childbirth, 
and over one hundred thousand babies die within the 
first few weeks of life, then, why cannot all of the above 
organizations get together and save a vast majority of 
these expectant mothers’ lives and babies? 


T. J. WILLIAMs, 

C. J. ANDREWS, 

M. P. RucKER, 

A. M. GROSECLOSE, 

F. O. PLUNKETT, Chairman. 
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American Association for the Advancement 
of Science 
Symposium On Mental Health 








The Section on Mental Sciences of the American 
Association for the Advancement of Science will hold 
a Symposium on Mental Health at its regular meet- 
ing in Richmond, December 28-30. The sessions of 
the Symposium will be held at the Mosque. 

The Symposium will have a morning and after- 
noon session each day devoted to special topics, and 
a general evening session on the last day at which 
the total Symposium proceedings will be reviewed. 
Unlike the usual scientific meeting, the majority of 
the communications will not be read at the meetings, 
but will be published in a series of six brochures, one 
for each session. ‘These will form the basis of the 
discussions, 

The following is the program for the Symposium: 


Wednseday, December 28th 
10:00 A. M. 


Introductory Remarks on the Aims and Scope of the Sym- 
posium. 

By Chairman, Section on Medical Sciences, A.A.A.S.: 
Thomas M. Rivers, M. D., Medical Director, The Hos- 
pital of the Rockefeller Institute for Medical Re- 
search, New York, N. Y. 


Orientation and Methods in Psychiatric Research 
I. Discussion, Critique, and Summary of Advance Con- 
tributions. 
By Session Chairman: Nolan D. C. Lewis, M. D., 
Director, New York State Psychiatric Institute 
and Hospital, New York, N. Y. 
II. Discussion: The Relationship of Fundamental to Ap- 
plied Research. 
Speaker to be announced. 
III. Discussion: The Need and Method for Integrating 
the Research Forces of the Country. 
By William Charles White, M. D., National In- 
stitute of Health, Washington, D. C. 
IV. General Discussion. 


Wednesday, December 28th 
2:00 P. M. 


Sources of Mental Disease: Their Amelioration 
and Prevention 
I. Discussion, Critique, and Summary of Advance Con- 
tributions. 


By Session Chairman: Abraham Myerson, M. D., 
Director, Division of Psychiatric Research, Bos- 
ton State Hospital, Boston, Mass. 


II. Discussion: The Genetic and Biological Bases of 
Mental Disorders. 
By Laurence H. Snyder, Ph. D., Professor of 
Medical Genetics, Ohio State University College 
of Medicine, Columbus, Ohio. 


III. General Discussion. 


Thursday, December 29th 
10:00 A. M. 


The Economic Aspects of Mental Health 
I. Discussion, Critique, and Summary of Advance Con- 
tributions 

By Session Chairman: Joseph Zubin, Ph. D., Re- 
search Assistant in Psychology, New York State 
Psychiatric Institute and Hospital; and Con- 
sulting Statistician, Mental Hospital Survey 
Committee, New York, N. Y. 

II. Discussion: The Relationship of Mental Health to 
Medical Economics. 

By C. Rufus Rorem, Director, Committee on Hos- 
pital Service, American Hospital Association, 
Chicago, IIl. 

III. Discussion: The Réle of Mental Health and IIlness 
in the General Economy. 

Speaker to be announced. 


IV. General Discussion. 


Thursday, December 29th 
2:00 P. M. 


Physical and Cultural Environment in Relation to 
the Conservation of Mental Health 
I. Discussion, Critique, and Summary of Advance Con- 
tributions 
By Session Chairman: Harry Stack Sullivan, 
M. D., President William Alanson White Psy- 


a 


chiatric Foundation, New York, N. Y. 
II. Discussion: The Mental Health Aspect of the Com- 
munication of Ideas. 
By Gregory Zilboorg, M. D., New York, N. Y. 
III. Discussion: The Reorientation of Education to the 
Promotion of Mental Health. 
By Lawrence K. Frank, Assistant to the President, 
Josiah Macy, Jr., Foundation, New York, N. Y. 


IV. General Discussion. 
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Friday, December 30th 
10:00 A. M. 
Mental Health Administration 


Discussion, Critique, and Summary of Advance Con- 
tributions. 
By Session Chairman: Clarence M. Hincks, 
M. D., General Director, The National Com- 
mittee for Mental Hygiene, New York, N. Y. 
Discussion: Sociological Aspects of Mental Health 
Administration. 
By Ernest W. Burgess, Ph. D., Professor of 
Sociology, University of Chicago, Chicago, IIl. 
III. Discussion: Mental Health Administration as a Func- 
tion of Government. 
By Louis Brownlow, Director, Public Administra- 
tion Clearing House, Chicago, Ill. 


— 


II. 


— 


IV. General Discussion. 


Friday, December 30th 
2:00 P. M. 


Professional and Technical Education in 
Relation to Mental Health 


. Discussion, Critique, and Summary of Advance Con- 
tributions. 
By Session Chairman: Franklin G. Ebaugh, 
M. D., Professor of Psychiatry, University of 
Colorado, and Director, Division of Psychiatric 
Education, The National Committee for Mental 
Hygiene, New York, N. Y. 


_ 


II. Discussion: The Réle of the Internist in Relation to 
the Mentally III. 
By Louis Hamman, M. D., Associate Professor of 
Medicine, Johns Hopkins University, Baltimore, 
Md. 


III. Discussion: The Réle of the Legal Profession in Re- 
lation to the Mentally III. 
By John B. Waite, Professor of Law, University 
of Michigan, Ann Arbor, Mich. 
IV. Discussion: The Minister and Mental Illness. 
By Rev. Carroll Wise, Chaplain, Worcester State 
Hospital, Worcester, Mass. 
V. Discussion: Choosing the Medical Student. 


By Frank L. Babbott, M. D., President, Long 
Island College of Medicine, Brooklyn, N. Y. 


VI. General Discussion. 


General Session 
Friday, December 30th 
8:00 P. M. 


Summary and Address. 

By C. Macfie Campbell, M. D., Director, Boston Psy- 
chopathic Hospital, and Professor of Psychiatry, 
Harvard University Medical School, Cambridge, 
Mass. 


[ December, 


Truth About Medicine 


In addition to the articles previously enumerated, the 
following have been accepted by the Council on Pharmacy 
and Chemistry of the American Medical Association: 


Mead Johnson & Company 
Mead’s Cevitamic Acid Tablets. 
Parke, Davis & Co. 
Diphtheria Toxin Diluted for Schick Test, one 5 cc. 
vial package. 
E. R. Squibb & Sons 
Thiamin Chloride-Squibb 
Ampule Solution Thiamin Chloride—Squibb, 1 cc. 
Tablets Thiamin Chloride—Squibb, 1 mg. 
Tablets Thiamin Chloride—Squibb, 5 mg. 


New and Nonofficial Remedies 

The following products have been accepted by the 
Council on Pharmacy and Chemistry of the American 
Medical Association for inclusion in New and Nonofficial 
Remedies: 

Antimeningococcic Serum, Concentrated and Refined— 
Gilliland—An antimeningococcic serum (New and Non- 
official Remedies, 1938, p. 395) which has been refined 
and so concentrated that 10 cc. is equal to at least 40 ce. 
of the whole (unrefined) serum. The concentrated serum 
is equivalent in activities to several times the quantity of 
unconcentrated serum. The concentrated serum is desir- 
able for intravenous administration and for intraspinal 
administration where often it is possible to withdraw only 
small amounts of spinal fluid, as in children. The serum 
is tested for its precipitin and agglutinin content in mice 
and is standardized according to the requirements of the 
National Institute of Health. It is marketed in packages 
of one 10 cc. double-end vial and in packages of one 10 cc. 
double-end vial with sterile intraspinal needle and im- 
proved gravity injecting outfit. Each package includes 
a vial of a 1:10 dilution of this serum for determining the 
sensitivity of the patient. The Gilliland Laboratories, Inc., 
Marietta, Pa. 

Refined Tetanus Toxoid, Alum Precipitated—Squibb.— 
A preparation of tetanus toxoid, alum precipitated (New 
and Nonofficial Remedies, 1938, p. 424) marketed in pack- 
ages of two 1 cc. vials (one immunization treatment). 
The preparation contains merthiolate 1:10,000. E. R. 
Squibb & Sons, New York. 


Propaganda for Reform 


Physical Therapy in the Treatment of Fractures.—In 
a report authorized for publication by the Council on 
Physical Therapy Dr. Frank D. Dickson states that the 
widespread mechanization of industry, the increase in 
the employment of machinery in agriculture and the tre- 
mendous growth in the use of the automobile have com- 
pletely changed the fracture picture in the United States 
in recent years. The effectiveness of fracture treatment 
today cannot be based solely on securing union of the 
fractured bone or bones, for the rapidity with which the 
individual is returned to work and the extent to which 
function is restored must also be taken into consideration. 
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Today, when we are dealing with more serious and more 
complicated fractures than in the past, a successful end- 
result is dependent not only on adequate immediate treat- 
ment of the fracture but also on carefully planned and 
supervised after-care. Physical therapy, properly and 
intelligently employed, can be of inestimable service in 
this period of after-care in hastening recovery, but it is 
equally true that if physical therapy is used as a part 
of a routine without a true understanding of its purpose 
it may be detriment rather than a help and even actually 
prolong the period of convalescence by inculcating in the 
patient a belief that recovery is te be attained by physical 
therapy alone and without effort on his part. Broadly 
speaking, there are four basic forms of physical therapy 
which may be employed in the treatment of fractures to 
accomplish the purposes catalogued; they are heat, mas- 
sage, exercise and muscle stimulation. Used intelligently 
in the post-reduction period physical therapy will reduce 
scar tissue, infiltration of muscles, tendons and _ joints, 
maintain a satisfactory state of the circulatory apparatus 
and greatly reduce the period of after-treatment. Prop- 
erly employed in the after-treatment it will help the pa- 
tient to do his part, which is building up that voluntary 
active use of the impaired extremity which alone can 
restore function, hasten his recovery and complete the 
cure. (J. 4. M. A., September 10, 1938, p. 1016.) 


Book Announcements 


Men Past Forty. By A. F. NIEMOELLER, A.B., M.A., 
B. &., Author of American Encyclopedia of Sex, 
Ete. With a Foreword by WINFIELD SCOTT 
PUGH, B.S., M.D. Harvest House. New York. 
1938. 12mo of 154 pages. Cloth. Price, $2.00. 
“Men Past Forty”, by A. F. Niemoeller, is not only 

a book to be read after forty but one from which men 

under forty may find much help in that the fine 

advice plainly and simply given may warn those ap- 
proaching this age against misconception, advertise- 
ments and use of agents in the quackery world. 

It is the strongest, single volume on impotence and 
the prostate gland that the reviewer has yet seen. 
Were it the opinion of the author alone—though he 
is qualified to discuss the matter with authority—it 
might lack the greater force. 
and attention to the opinions and work of others 
makes the book invaluable and convincing. 

It distinctly discourages self medication and the 
use of any agent not given by or recommended by the 
attending physician. 

The peer of any chapter of the book is that on 
“Change of Life In The Male”. The chapter deals 
with a subject about which little has been written 
and yet one that is real and vital in the male life—a 





However, his review of 
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change that should be recognized so that he who is 
slipping slowly into the days of his impotence may 


do so with psychological balance. 

It is a great book and should find a wide sphere 
of usefulness. 

R. W. MILLer. 
Human Pathology. A Textbook. By HOWARD T. 

KARSNER, M. D., Professor of Pathology, Western 

Reserve University, Cleveland, Ohio. With an Intro- 

duction by SIMON FLEXNER, M. D. 18 Illustra- 

tions in color and 443 black and white. Fifth Edi- 

tion, Revised. Philadelphia and London. J. B. 

Lippincott Company. 1938. Octavo of xii-1013 

pages. Cloth. Price, $10.00. 

Karsner’s Textbook on Human Pathology is too 
well known to be in need of further recommendation. 
Having read the fifth and much revised edition, I 
am impressed with the conciseness with which the 
material is presented. The framework is the tradi- 
tional one, the subject being divided into general and 
The latter deals with diseases ac- 
This “classical” 
structure certainly makes it easier for students and 


special pathology. 
cording to the organs involved. 


postgraduates to refer to specific lesions for which 
they consult the book. The author has very success- 
fully attempted to avoid too much teleological inter- 
pretations and has confined himself as much as pos- 
sible to the mere facts. In most subjects the latest 
investigations are presented. 
chapters are badly in need of revision, for instance, 
the chapter on miliary tuberculosis, jaundice, Weil’s 
This qualification, how- 


In my opinion some 


disease and several others. 
ever, does not affect the value of this book as a whole. 
PAUL KIMMELSTIEL. 


New Books. 
The following are recent acquisitions to the Library 

of the Medical College of Virginia and are available 

to our readers, the only cost being return postage: 

Allport, G. W.—Personality. 

American Public Health Association—Standard methods 
of milk analysis. 

American Public Health Association—Standard methods 
of water analysis. 

Association for Research in Nervous and Mental Disease— 
The localization of function in the cerebral cortex. 

Bauer, W. W.—Health, hygiene and hooey. 

Beck, R. C.—Laboratory manual of hematologic technic. 

Water pollution research. Estuary of the River Mersey. 

West, G.—Charles Darwin. 

Why we see like human beings. 

Williams & Spies—Vitamin B, and its use in medicine. 

Wilson, P. D.—Experience in the management of fractures 
and dislocations. 

Winternitz, M. C.—The biology of arferiosclerosis. 
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Editorial 








The A.A.A.S. 

When the American Association for the Advance- 
ment of Science meets in Richmond the latter part 
of next month, the Section on Medical Sciences will 
give itself over to an elaborate program on Mental 
Health. The project is planned in the form of a 
symposium lasting three days in which some seventy- 
odd contributions will be divided among six sectional 
Most of these contributions will not be 
read but, in the form of six previously published 
brochures, will serve simply as the basis for study. 
It is thought that in this way time will best be con- 
served for discussion and for debate. The first day 
will be devoted to a critical survey of certain well 
recognized problems in the field of psychiatry and 
related specialties; the second day will be given over 
to an attempt to appraise the scope of the problem 
from a statistical point of view; the third day’s dis- 
cussions will centre about the practical aspects of 
mental disease, public policy and problems of or- 
ganization. This is the first time Mental Health has 
been a major consideration before the A.A.A.S. It 
is hoped that results of the highest scientific and 
practical value will accrue from this important meet- 


sessions. 


ing. 


Life to the Rescue. 
About forty years ago there was a wave of anti- 
vivisection activity in this country which culminated 


in a notable fight in Congress. The provisions of 
Senate Bill 1063 greatly alarmed the medical pro- 
fession of 1900 and the giants of that day took up 
their cudgels and vigorously attacked the sentimen- 
tality and misrepresentation of the advocates of legal 
restriction of animal experimentation. Foremost 
among the warriors was the late William Henry 
Welch and one may read in his collected works the 
convincing arguments he offered before the Senate 
Committee to defeat the workers of this iniquity 
against science. 

We had thought the anti-vivisection chapter closed. 
We had thought that with the triumphs of insulin, 
pneumococcus serum, diphtheria serum and liver ex- 
tracts, the necessity for the use of animals in sci- 
entific experiment had been for all time demon- 
strated. Such apparently is not the case, for as this 
JouRNAL goes to press, in the State of California, an 
Act known as the State Humane Pound Law has been 
placed upon the November 8 Ballot, having obtained 
no less than 250,000 signatures. An ambiguously 
worded Act, it is said to be designed to outlaw ani- 
mal experimentation by making it impossible for 
laboratories to secure animals except through breed- 
ing, an obviously financially prohibitive method. 

Because of this development, in one of its October 
issues, the magazine Life presented a unique pictorial 
argument in favor of vivisection. In so doing it re- 
versed a policy for which its predecessor in name, the 
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old Life, had violently crusaded years ago, using 
cartoons depicting “diabolical” scientists performing 
“orgies of cruelty.” 

Life showed first two leading anti-vivisectionists, 
the one-time ace dancer Irene Castle McLaughlin 
and the one-time slender movie actress Marion 
Davies, her particeps criminis, tricked out—some- 
what ironically—in plumes and furs. It balances 
their pulchritude against six less beauteous pictures 
of a battery of men from the top ranks of medicine, 
education, religion and science, placed above their 
statements in favor of vivisection. It shows pictures 
of giant respirators perfected at a cost of twenty-four 
cat lives, keeping life in appealing little human vic- 
tims of infantile paralysis. It shows medical stu- 
dents operating upon dogs with the same care as to 
anesthesia, sterility and technique as would be used 
with human beings. It finally gives the pictorial 
contrast of a contented horse having two gallons of 
diphtheria antitoxin taken by a sterile rubber tube 
from its jugular vein, and of a calm and angelic child 
receiving a fraction of this antitoxin to protect its 
life from diphtheria. 

Under ordinary circumstances such pictures would 
be interesting and informing. Today their publica- 
tion has the added ‘virtue of timeliness in a fight 
against ignorance. 


Fortune Takes a Hand. 

In one of those admittedly ‘exhaustive’’ articles, 
last month’s Fortune scrutinized the American Medi- 
cal Association, sketched briefly its more recent his- 
tory, put an evaluation on its editor, analyzed its 
personnel, exposed its ledger books, took issue with 
its social philosophy and prognosticated its ultimate 
downfall. The article ended with an attempt to 
forecast the future of medicine, prophesying a trend 
of liberalization which would eventuate in one of 
several compromises. One gathers that Fortune 
favors sickness insurance and sees no reason why the 
private practitioner of the future may not take on 
the added responsibilities of insurance doctor. For- 
tune thinks the future doctors of this country in this 
dual capacity will effectively straddle the question 
of socialized medicine. Should the day come when 
such is the case there will be no more charity prac- 
tice—even the swell Park Avenue M.D., who now 
spends his mornings visiting ward patients without 
remuneration and his afternoons ministering to the 
medical needs of his paying clientele, will then be 
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rewarded for A.M. as well as P.M. service, and 
even such a one perhaps will not despise the shekels 


that come his way from the coffers of his rich 
Uncle Sam. 


A Promising Pneumonia Vaccine. 

Pneumonia is still the third ranking cause of death 
in the United States of America and the determined 
attack upon it which was launched several years ago 
must still go on. It has not been long since Alex- 
ander Lambert made what appeared to be extrava- 
gant claims concerning the effectiveness of vaccine in 
pneumonia treatment. During the World War Cecil 
vaccinated a large number of soldiers against pneu- 
monia and appeared to show the protective value of 
such a measure among masses of exposed individuals. 
Now again medical interest centers in a pneumococ- 
cus vaccine. The United States Public Health Serv- 
ice has just released the results of Dr. Lloyd D. 
Felton’s new pneumococcus vaccine. It appears to 
be a carbohydrate derivative which contains all the 
immunizing qualities of the pneumococcus and is 
effective both in human beings and in mice. It pro- 
duces no reaction and “ a single injection -contain- 
ing two milligrams of this antigen stimulates as much 
antibody as multiple injections of the usual pneu- 
A high degree of individual 
variation in reaction was noted, however, and this 


mococcus vaccine.” 


phenomenon suggests variations in individual sus- 
ceptibility to pneumonia. The vaccine was tested 
among 70,000 C.C.C. workers on the East and West 
Coast during the winter of 1936-37 with results that 
are highly encouraging. In the New England camps 
pneumonia was nearly twice as frequent in the un- 
inoculated as in the inoculated. In the West Coast 
the uninoculated developed pneumonia nine times as 
frequently as did the inoculated. 

If such a vaccine can be perfected and if the pre- 
liminary reports of the success of vaccine with virus 
against the common cold can be confirmed, we will 
possess two long desired prophylactic measures 
against the ravages of pneumonia. 


Another Opporunity to Lower the Tuberculo- 
sis Death Rate. 
Once again the symbol of man’s conquering fight 
is offered 





against tuberculosis—the Christmas Seal 


for sale by the Virginia Tuberculosis Association, an 
organization that reaches into each of Virginia’s one 
hundred counties and into nineteen of her cities. 
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Tuberculosis is a killer of young people. Its 
largest toll is taken from the ages of fifteen to forty- 
five. Deaths occurring in Virginia last year in this 
age group numbered 1,024 out of a total of 1,787 
deaths from all forms of tuberculosis. The peak in 
the deaths in the United States comes among males 
between the ages of thirty-five and fifty and among 
females between the ages of twenty and thirty-five. 

The latest figures of the Census Bureau show that 
Virginia still ranks near the top among the States 


in tuberculosis mortality. Only the health resort 
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states and Tennessee, Maryland, Louisiana and Ken- 
tucky have a higher rate. 

Last year $101,585 was realized by the sale of 
Christmas Seals in Virginia. 
the state sanatorium treatment for their indigent pa- 
tients. provision for better home care of the tubercu- 
lous, X-rays to aid them in diagnosis and pneumo- 
thorax treatments for discharged sanatorium cases, 
and they will support it this year by word and gilt 
so that even more extensive campaigns of education, 


It gave physicians of 


prevention and cure can be planned. 








President's Message 








The crowded agenda at the last midwinter meet- 
ing of the Council prevented careful consideration of 
several very important matters. This year we shall 
ask each committee, which may wish to bring matters 
before the meeting, to send its report to our secretary 
some two weeks beforehand. Copies will be made 
and mailed to members of the Council so that they 
may dispose of important matters with considered 
judgment. 


Your cooperation is urged for the completion, as 
soon as possible, of the survey of medical needs, 
recommended by our Economics Committee. It is 
our hope that we shall have completed a comprehen- 
sive survey of the medical needs of Virginia before 
our Society meets again. 


Special Committees. 

The reappointment of the majority of the present 
members of the Special Committees is an expression 
of our appreciation of their ability and interest. The 
worth-while work of our Society is done by these 
committees and for them we ask your wholehearted 
support. 

The following committees are appointed: 

Apvisory BoarD To WoMAN’s AUXILIARY 
Dr. P. St. L. Moncure, Chairman, Norfolk. 
Dr. James B. Stone, Richmond. 

Dr. Hawes Campbell, Sr., Venter. 
CHILD WELFARE 

Dr. F. D. Wilson, Chairman, Norfolk. 

Dr. James B. Stone, Richmond. 

Dr. Edgar A. Harper, Lynchburg. 

Dr. C. E. Conrad, Harrisonburg. 

Dr. James N. Williams, Richmond. 

Dr. W. B. Mcllwaine, Petersburg. 

Dr. R. D. Bates, Newtown. 


Dr. J. M. Bishop, Roanoke. 
Dr. L. T. Royster, University. 


MATERNAL WELFARE 
Dr. M. P. Rucker, Chairman, Richmond. 
Dr. C. J. Andrews, Norfolk. 
Dr. T. J. Williams, University. 
Dr. A. M. Groseclose, Roanoke. 
Dr. L. M. Allen, Winchester. 


WALTER REED COMMISSION 
Dr. Clarence Porter Jones, Chairman, Newport 
News. 
Dr. J. D. Clements, Ordinary. 
Dr. James W. Smith, Hayes Store. 


To ARRANGE PROGRAM FOR HEALTH DIVISION OF 
VIRGINIA WELFARE CONFERENCE 
Dr. Basil B. Jones, Chairman, Richmond. 
Dr. Chas. Fox Graham, Wytheville. 
Dr. D. C. Wilson, University. 
Dr. W. P. Jackson, Roanoke. 
Dr. F. P. Fletcher, Richmond. 


PNEUMONIA COMMISSION 
Dr. Wyndham B. Blanton, Chairman, Richmond. 
Dr. Walter B. Martin, Norfolk. 
Dr. H. B. Mulholland, University. 
Dr. P. S. Smith, Abingdon. 
Dr. Harry Walker, Richmond. 


To CONFER WITH STATE BOARD OF NuRSES’ EXAMINERS 
Dr. W. L. Peple, Chairman, Richmond. 
Dr. Jos. T. Buxton, Newport News. 
Dr. Frank S. Johns, Richmond. 
Dr. C. B. Morton, University. 
Dr. Elisha Barksdale, Lynchburg. 


SYPHILIS CONTROL 
Dr. Ennion S. Williams, Chairman, Richmond. 
Dr. R. D. Kimbrough, Norfolk. 
Dr. E. E. Barksdale, Danville. 
Dr. D. C. Smith, University. 
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TUBERCULOSIS 
Dr. E. C. Harper, Chairman, Richmond. 
Dr. Dean B. Cole, Richmond. 
Dr. Frank B. Stafford, Sanatorium. 


Apvisory To STATE DEPARTMENT OF HEALTH 
Dr. W. W. S. Butler, Jr., Chairman, Roanoke. 
Dr. J. M. Emmett, Clifton Forge. 

Dr. J. B. McKee, Winchester. 

Dr. Montie L. Rea, Charlottesville. 

Dr. J. M. Lynch, Cape Charles. 


REVISION OF CONSTITUTION AND By-LAws 
Dr. Hunter H. McGuire, Chairman, Richmond. 
Dr. Mason Romaine, Petersburg. 
Dr. Frank Farmer, Roanoke. 


Apvisory TO VIRGINIA CANCER FQUNDATION 
Dr. R. L. Payne, Chairman, Norfolk. 

Dr. R. P. Bell, Staunton. 

Dr. I. C. Harrison, Danville. 
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INDUSTRIAL HEALTH 
Dr. Fred J. Wampler, Chairman, Richmond. 
Dr. W. D. Tillson, Richmond. 
Dr. H. T. Hawkins, Waynesboro. 


REPRESENTATIVE TO VIRGINIA WELFARE COUNCIL 
Dr. Fred P. Fletcher, Richmond. 


REPRESENTATIVE TO VIRGINIA STATE-WIDE SAFETY 
CONFERENCE 

Dr. P. St. L. Moncure, Norfolk, and two members to be 
appointed by Dr. Moncure from city in which Conference 
is to meet. 

In view of the fact that Dr. C. C. 
Richmond was unable to serve on the Medical Eco- 
nomics Committee, I have named Dr. Carrington 
Williams of Richmond as a member of this Com- 
mittee for a term of two years. 

ALEX. F. ROBERTSON, JR., 
President, Medical Society of Virginia. 


Coleman of 








Department of Clinical and Medical Education 
of the 


Medical Society 


of Virginia 








Pediatrics. 

Seventeen circuits have now been held in post- 
graduate courses in Pediatrics in Virginia. The last 
course held included the counties of Alleghany, 
Botetourt and Rockbridge. Doctors from Bath 
County attended some of the meetings at convenient 
centers. The places of meeting were Fincastle, Clif- 
ton Forge, Covington and Lexington. The follow- 
ing doctors attended one or more meetings: 


CLIFTON FORGE 
Dr. R. L. Claterbaugh Dr. B. B. McCutchan 
Dr. Coyne Dr. W. McM. Revercomb 
Dr. M. M. Fleiss Dr. B. H. Tatum 
Dr. Hancock Dr. A. D. Tyree 


COVINGTON 
Dr. B. R. Hudnall 
Dr. H. G. Hudnall 
Dr. N. B. Jeter 
Dr. R. A. Warren 


Dr. E. K. Bowles 
Dr. B. L. Carter 
Dr. W. J. Ellis 
Dr. J. H. Gordon 
FINCASTLE 
Dr. L. A. Micou 
Dr. W. H. Saunders 
Dr. M. S. Stinnett 


Dr. S. F. Driver 
Dr. E. W. Dodd 
Dr. J. H. Gordon 


LEXINGTON 
Dr. F. L. Thurman 
Dr. H. L. Mitchell 


Dr. Burns 
Dr. R. P. Cooke 


Dr. E. P. Tompkins 
Dr. Reid White, Jr. 


Dr. Jones 
Dr. B. B. Mallory 
Dr. O. H. McClung 


Plans will soon be made for postgraduate courses 
in pediatrics to be held in the south central part of 
the State. 

During the week of November 14 by special re- 
quest Dr. Hightower returned to Giles County to hold 
some special discussions on infant feeding and to 
hold consultations with the doctors of the county. 


Internal Medicine. 

During the last week in October and the first week 
in November Dr. H. B. Mulholland and Dr. J. 
Edwin Wood, of the University of Virginia Medical 
School, conducted four discussions in internal medi- 
cine at Wytheville. The full program was outlined 
in the November issue of THE VIRGINIA MEDICAL 
MONTHLY. 


University of Virginia Clinic. 

The graduate medical clinic for the fall will be 
held at the University of Virginia on Friday, Decem- 
ber 2. The morning session beginning at nine o’clock 
will be devoted to the showing of moving-picture 
films dealing with various medical topics. The 
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afternoon session, beginning at two o'clock, will be 
featured by a discussion of “Recent Advances in 
Chest Surgery”, led by Dr. E. C. Drash, Assistant 
Professor of Surgery of the University of Virginia 
Department of Medicine, followed by a clinic on 
“Chronic Ulcers of the Leg’, conducted by Dr. John 








Homans, Clinical Professor of Surgery at Harvar 
University. A report of the program will be ir 
cluded in the next issue. 


GeEorGE B. ZEHMER, 


Executive Secretary. 


[ Decembe’, 





Proceedings 





of Societies 








The Northern Neck Medical Association 

Held its regular fall session on November 3, at 
Montross. The business and scientific sessions were 
held in the tavern in Westmoreland State Park and 
lunch was served by the CCC camp. 
read by Drs. Charles R. Robins, R. C. Siersema, and 
T. D. Jones, all of Richmond. 

The following officers were elected for the coming 
year: president, Dr. Charles Y. Griffith, Machodoc; 
vice-presidents, Dr. C. Leonard Booker, Lottsburg, 
and Dr. M. C. Oldham, Kilmarnock; and secretary- 
treasurer, Dr. Lee S. Liggan, Irvington. 

The annual banquet was served at the Virginia Tea 


Papers were 


Room in Montross. 
The next meeting of the Association will be held 
the fourth Thursday in May in Heathsville. 


The Augusta County Medical Society 

Held its regular quarterly meeting at the Arcadia 
Hotel, in Staunton, on November 2, under the presi- 
dency of Dr. W. M. Phelps, Staunton. There was a 
large attendance of both members and guests. 

The subject for discussion was “The National 
Health Program and Medical Care’’ which was led 
by Dr. Walter B. Martin, Norfolk, chairman of the 
Committee on Medical Economics of the State So- 
ciety. The discussion was opened by Dr. Hugh H. 
Trout, President-Elect of the Medical Society of Vir- 
ginia, and others taking part were Drs. A. F. Robert- 
son, Staunton; J. W. Preston, Roanoke; J. L. Hund- 
ley, Lynchburg; G. F. Simpson, Purcellville; and 
Chas. F. Kincheloe, East Falls Church. 

Dr. A. F. Robertson, Secretary of the Augusta So- 
ciety and President of the Medical Society of Vir- 
ginia, presented the plan for a Medical Survey of 
Augusta County. This was approved and the fol- 
lowing committee appointed: Dr. W. M. Phelps, 


Chairman; Dr. Robertson; Dr. J. C. Neale, Jr.; Dr. 
Donald Caller; Dr. Paul Freed; and Dr. W. W. 


Zimmerman. 





The business session was followed with the usual 
banquet. 


The Fourth District Medical Society 

Met at the Southside Community Hospital, Farm- 
ville, on the afternoon of November 22, at which tim« 
the following papers were presented: The Proper 
Care of Diphtheria and Scarlet Fever by Dr. G. 
Foard McGinnes; Sulfanilamide Therapy by Dr. 
Marshall P. Gordon; General Medical Applications 
of Sulfanilamide by Dr. J. Powell Williams; and 
Illusive Nature of So-Called Subdiaphragmatic 
Lesions bp Dr. William B. Porter, all of Richmond; 
Regional Ileitis by Drs. Herbert C. Jones and Allen 
Barker of Petersburg; and a paper by Dr. W. J. 
Ozlin of South Hill. A subscription dinner followed 
the meeting. 

Dr. C. V. Montgomery of South Hill is president; 
Dr. C. E. Martin of North Emporia secretary-treas- 
urer; and Dr. Wright Clarkson of Petersburg chair- 
man of the Steering Committee. 


The Roanoke Academy of Medicine 

Held its regular meeting on November 7, at which 
time the following program was presented: Certain 
Phases of Pediatric Urology by Dr. Hamilton W. 
McKay, Charlotte, N. C.; Thyroid Deficiency by 
Dr. K. D. Graves, Roanoke; Available Aid in Col- 
lapse Therapy by Dr. J. B. Nichols, Catawba Sana- 
torium; and A Plan of Hospitalization by Mr. F. W. 
Bathrop, Jr., Richmond. 

Dr. W. W. S. Butler is president of the Academy 
and Dr. A. C. Davis secretary-treasurer. 


Virginia, Maryland and District of Columbia 

Medical Society. 

The Fall meeting of this Society was held in 
Washington, on November 16, under the presidency 
of Dr. M. B. Hiden, Warrenton. Rev. Winfred 
Parsons, Principal of the Postgraduate School of 
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Georgetown University, was the invited guest and 
spoke on “The Future of the American Doctor”. 
[he remainder of the program was as follows: 
‘Partial Mesenteric Occlusion” by Dr. Jas. A. Gan- 


non; “‘Urethrography as an Aid in Diagnosis of 
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Prostatic Disease” by Drs. R. M. Lecomte, Fred O. 
Coe, and Julian Dion; “Breast Cancer”’ Dr. 
Joseph F. Elward; “General Principles and Treat- 
ment of Cerebral Injuries” by Dr. J. Rogers Young; 
and “X-ray-Pelvimetry” by Dr. J. Bay Jacobs. 


by 





News 





Notes 








Symposium on the Glycols. 

Although a year has passed since the Elixir of 
Sulfanilamide incident with its tragic consequences, 
so far as we are aware there has been no attempt to 
get together all that is known about the glycols, 
despite the fact that perhaps no chemicals have been 
more widely discussed during this period than have 
certain members of this relatively simple family of 
compounds. 

It has therefore occurred to those responsible for 
the program of the Pharmacy Section of the American 
Association for the Advancement of Science meet- 
ing to be held in Richmond during Christmas week, 
that a symposium on the glycols might be arranged 
that should prove highly informative and attract 
widespread interest. It is with genuine satisfaction 
that we are able to announce that plans have now 
been completed for such a symposium, and if carried 
through as provided for, will be almost definitive so 
far as knowledge of the better known glycols is con- 
cerned. 

The subject will be discussed under four general 
heads, and the men who have accepted assignments 
for the symposium are acknowledged leaders in their 
respective fields. Dr. Frank C. Whitmore, President 
of the American Chemical Society, will discuss the 
chemistry of the glycols; Dr. H. O. Calvary, Chief 
Pharmacologist of the Food and Drug Administra- 
tion, U. S. Department of Agriculture, will consider 
their physiological action; Mr. H. B. McClure, of 
the Carbide and Carbon Chemicals Corporation, will 
talk on their industrial uses; Dr. A. G. DuMez, 
Dean of the School of Pharmacy, University of 
Maryland, and Editor of Pharmaceutical Abstracts, 
will discuss their pharmaceutical uses. 

After these formal papers are presented, a general 
discussion will be opened by Dr. H. B. Haag, Pro- 


fessor of Pharmacology at the Medical College of 
Virginia, and Dr. M. G. Milinos of Columbia Uni- 
The 


versity, College of Physicians and Surgeons. 


program will be held on Tuesday, December 27, at 
10:00 o’clock, in the salon of the Jefferson which is 
headquarters hotel. 

The Program Committee is deeply indebted to Dr. 
Haag, himself a pharmacist, for much of the work 
involved in suggesting the subjects, and in choosing 
the men who will take the leading parts. 

Wort Ley F. Rupp. 


The Seaboard Medical Association of Vir- 
ginia and North Carolina 

Will hold its forty-third annual meeting at Green- 
ville, N. C., December 6, 7, and 8, under the presi- 
dency of Dr. W. I. Wooten of that city. 
ing session on the evening of the 6th will be open 
to the public and will feature addresses by Dr. P. P. 
McCain of Sanatorium, N. C., and His Excellency, 
Clyde R. Hoey, Governor of North Carolina. The 
two days following will be filled with scientific mat- 


The open- 


ters, including some twenty odd papers on a variety 
Social entertainments will be ample and 
Dr. Clarence 


of subjects. 
the usual large attendance is expected. 
Porter Jones of Newport News is secretary. 


Dr. James C. Repass, 

Resident pediatrician of the Hospital Division of 
the Medical College of Virginia 1936-1937, who has 
been practicing at Lumberport, W. Va., has joined 
the staff of the Baird-Brewer General Hospital in 
Dyersburg, Tenn., and will have charge of the pedia- 
tric division of the clinic of the hospital. 


News from Medical College of Virginia. 
Founders’ Day of the 101st session will be cele- 
brated on Thursday, December 1, at Monumental 
Church at twelve o’clock noon. Mr. Virginius Dab- 
ney, Editor of the Richmond Times Dispatch will 
speak on “Medicine in a Changing World.” The 
program will be preceded by academic procession 
from McGuire Hall, including faculty, guests, and 


students. 








776 


A portrait of the late Dr. J. Allison Hodges, 
Emeritus Professor of Clinical Nervous and Mental 
Diseases, was presented to the college on Novem- 
ber 21, the portrait being the gift of nieces of Doctor 
Hodges.. Dr. Roshier W. Miller will make the pre- 
sentation and Dr. W. T. Sanger will accept the por- 
trait for the college. 


Members of the faculty attending the meeting of 
the Southern Medical Association at Oklahoma City, 
Oklahoma, were Dr. Lee E. Sutton, Jr., dean of the 
school of medicine; Dr. H. B. Haag, professor of 
pharmacology, and Dr. Porter P. Vinson, professor 
of gastroscopy, esophagoscopy and bronchoscopy. 
Dr. Vinson discussed Dr. Jay M. Arena’s paper on 
Lye Poisoning and Stricture of the Esophagus. Dr. 
Haag is chairman of the section on medical education. 


Armistice Day was observed at twelve o’clock noon, 
with appropriate exercises at Monumental Church, in 
conjunction with the veterans of Base Hospital 45. 
Dr. Stauart McGuire and Dr. Ben Lacy were the 
speakers on this occasion. 


News from University of Virginia, Depart- 
ment of Medicine. 

Dr. George M. Lawson attended the meetings of 
the American Public Health Association in Kansas 
City, Missouri, on October 25 to 28. He presented 
a paper in the symposium on whooping cough en- 
titled Immunity Studies on Whooping Cough. 


On October 18, Dr. H. E. Jordan delivered the first 
lecture in the symposium on blood arranged under 
the auspices of the Richmond Academy of Medicine. 
He spoke on the subject of the Histology and Em- 
bryology of the Blood. 


The new addition for the care of neuro-psychiatric 
patients at the University of Virginia Hospital was 
begun on October 5. The work is financed in part 
by the Federal Emergency Administration of Public 
Works. The total expenditure will be approximately 
$150,000. 


Dr. J. Edwin Wood conducted a Postgraduate 
Course in Internal Medicine in Wytheville, on 
October 27. During the afternoon he spoke on the 
subject The Treatment of Congestive Heart Failure 
with Especial Reference to Diuresis, and at the even- 
ing session he discussed Acute Nephritis—Treatment 
and Outlook. 
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On November 3, Dr. H. B. Mulholland conducted 
a Postgraduate Course in Internal Medicine in 
Wytheville. At the afternoon session he presented a 
paper on Diseases of the Thyroid, Suprarenal and 
Parathyroid Glands—Classification, Diagnosis and 
Treatment, and during the evening session he spoke 
on the subject The Modern Conception of Deficiency 
Diseases and Their Treatment. 


Dr. Oscar Swineford, Jr. addressed the South 
Carolina Otolaryngological Society, meeting in Co- 
lumbia, South Carolina, on November 1, on the sub- 
ject of Observations on Nasal Allergy. On Novem- 
ber 17 and 18 he presided over the Allergy Section 
of the Southern Medical Association which met in 
Oklahoma City, Oklahoma. 


The Clinical Society of the New York Poly- 
clinic Medical School and Hospital 

Will hold its next meeting on Monday evening, 
December 5, 1938. The program is as follows: 

Case Report: “Carcinoma of the Male Breast’, 
George Shetter, M.D. 

Papers of the evening: 1. “End Results in Tuber- 
culosis of Bone” by Mather Cleveland, St. Luke’s 
Hospital, New York City; Discussion to be opened 
by David M. Bosworth, M.D. 

2. “Physiology of Vitamins” by George R. Cow- 
gill, M.D., Ph.D., Professor of Chemistry, Yale Uni- 
versity. Discussion to be opened by Frank D. Car- 
roll, M.D., Martin G. Vorhous, M.D. and Norman 
Jolliffee, M.D. 

3. “Intranasal Sinus Operations” (illustrated by 
motion pictures) by Lee M. Hurd, M.D., New York 
Polyclinic Hospital. 

Members of the medical profession are invited to 
attend the programs and lectures presented at the 
Polyclinic Hospital. 


News Notes from Duke University School of 

Medicine. 

On October 13, 14 and 15, Duke University School 
of Medicine held, in connection with the University 
Centennial Celebration, a Symposium on Medical 
Problems, the following subjects being discussed: 
The Future of American Medicine and Diseases of 
Special Interest to Physicians in the Southern States. 


The following appointments were made recently 
to the Faculty of the School of Medicine: Dr. 
Harold W. Brown, Professor of Preventive Medicine 
and Public Health; Dr. James P. Hendrix, Associate 
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in Medicine, and Dr. Hans Neurath, Associate in 
Biochemistry. 


Dr. Edward Valentine Jones, Jr., 

Formerly located at Arlington, is now associated 
with the Logan County Health Department, Logan, 
W. Va. 


Dr. Channing Glenn, 

Medical College of Virginia, class of ’33, has lo- 
cated at Elizabethtown, N. C., where he is associated 
with Dr. E. C. Bennett, also an alumnus of this 
College. Dr. Glenn has been in Petersburg for sev- 
eral years. 


Dr. R. L. Phipps, 

Physician in charge of the Dickenson County Hos- 
pital, Clintwood, attended the Second Annual As- 
sembly of the United States Chapter of International 
College of Surgeons, which met in Philadelphia, Oc- 
tober 13 and 14. 


Birth. 

Dr. and Mrs. Thomas M. Winn of Covington are 
receiving congratulations upon the birth of a son, 
Thomas Meredith, Jr., on October 30. 


Dr. Joseph H. Low, 

Class of ’36, University of Virginia, Department 
of Medicine, after two years as intern in the Virginia 
Mason Hospital and Clinic in Seattle, Wash., has 
located at King George where he is engaged in gen- 
eral practice. 


Association of the American Medical Col- 
leges. 

At the annual meeting of this Association, held in 
Syracuse, N. Y., the latter part of October, the fol- 
lowing officers were elected: President, Dr. Willard 
C. Rappleye, Dean of Columbia University College 
of Physicians and Surgeons, New York; president- 
elect, Dr. Russell H. Oppenheimer, Emory University, 
Atlanta, Ga.; vice-president, Dr. Waller S. Leathers, 
Vanderbilt University, Nashville, Tenn.; secretary, 
Dr. Fred C. Zapffe, Chicago; and treasurer, Dr. A. 
C. Bachmeyer, University of Chicago. 


Married. 

Dr. Edgar Clay Harper and Mrs. Dorothy Seaman 
Albright, both of Richmond, October 15. 

Dr. Ernest Perry Buxton, Jr., and Miss Anna 
Heath Williams, both of Richmond, November 5. 
Dr. William Eugene Apperson, of Blue Ridge 
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Sanatorium, and Miss Ellen Cosby Carter, of Hali- 
fax, October 29. 

Dr. Henry Clay Smith, Boyce, and Mrs. Mary 
Martin Singer, of Clarke County, October 25. 

Dr. George Cooper, Jr., of the University of Vir- 
ginia, and Miss Juliet Foster Paine of Charlottes- 
ville, November 24. 

Dr. A. Fraser Lapsley, Badin, N. C., and Miss 
Janie Hall, Elkin, N. C., November 12. Dr. Laps- 
ley is a member of the class of ’33, Medical College 
of Virginia. 


Neuropsychiatric Society of Virginia. 

The Fall meeting of the Society was held at the 
Colony, Lynchburg, on October 28, under the presi- 
dency of Dr. Frank H. Redwood, Norfolk. The fol- 
lowing scientific program was presented: ‘The Use 
of Dilantin in the Treatment of Cases of Epilepsy 
by Drs. O. M. Weaver, D. L. Harrell, Jr., and G. B. 
Arnold; A Brief Review of the First Thousand Cases 
Eugenically Sterilized at the State Colony by Dr. 
G. B. Arnold; The Institutional Psychologist by Mr. 
John N. Buck; and Chronic Encephalitis by Dr. 
D. L. Harrell, Jr. 


Dr. Matthew James Walter White, Jr., 

Has located in Luray, where he will be engaged in 
the general practice of medicine and surgery. He 
received his medical degree from the University of 
Virginia in 1927, following which he served an in- 
ternship at the Emergency Hospital in Washington 
and residencies at several New York hospitals. From 
1929 to 1935, Dr. White was medical missionary for 
the Philippine Islands. He was then physician-in- 
charge of the U. S. Government Hospital at Fred- 
eriksted, Virgin Islands. 


Dr. W. E. Vermilya, 
Recently of Big Rock, is now located in Clifton 


Forge, where he is engaged in general practice. 


Dr. J. L. Hundley, 

Formerly with the State Health Department at 
Wytheville, is now assistant resident with Dr. D. C. 
Smith in the Department of Dermatology and 
Syphilology of the University of Virginia Hospital. 


Personnel Notes from the State Department 
of Health. 
Dr. Earle C. Gates has been appointed Health 
Officer of the Washington-Bristol Health Depart- 
ment, the headquarters of which are in Bristol. He 
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succeeds Dr. M. I. Shanholtz who resigned to accept 
a position in Oklahoma. 

Dr. Paul W. Bowden has been appointed Assistant 
Health Officer of the Arlington County Department 
of Health and Welfare of which Dr. R. G. Beachley 
is the Director. He succeeds Dr. Edwin V. Jones, 
Jr., who has resigned to accept a position elsewhere. 

Dr. Linwood Farley has been temporarily assigned 
to serve as Health Officer of the Russell-Tazewell 
Health District to fill the vacancy caused by the resig- 
nation of Dr. S. J. Beeken. A permanent appoint- 
ment wil be made in the near future. Headquarters 
are located at Richlands. 


The Richmond Pediatric Society 

Met on November 3 in the Richmond Academy of 
Medicine Building. Dr. John C. Gittings, professor 
of pediatrics in the School of Medicine of the Uni- 
versity of Pennsylvania, was the guest speaker. His 
address was “The Role of Research in Relation to 
Pediatrics”. 

Dr. C. L. Outland, 

Medical director of the Richmond schools, has 
been elected president of the American School Health 
Association for 1940. This Association, which has 
approximately 2,000 members, held its annual meet- 
ing in Kansas City, Mo., the latter part of October. 


Dr. James E. Smith, 

Petersburg, has been appointed City Physician, 
succeeding Dr. Channing Glenn, who has moved to 
North Carolina. 


Dr. Elmer N. Shockley, 


Formerly of Bassetts, is now located at Ashburn. 


Hospital for Drug Addicts. 

The U. S. Public Health Service has opened the 
second hospital for drug addicts in this country, at 
Fort Worth, Texas, with a formal dedication held 
on October 28. The hospital, built at a cost of 
$4,000,000, covers 1,140 acres and includes an ad- 
ministration building, a clinical ward building, a 
maximum custody ward, personnel residences, and 
maintenance structures. A 
building for the more advanced cases of addiction 
will be ready in 1939. About 300 beds have already 
been set up for patients. 


Dr. Wright Clarkson, 

Petersburg, was an invited guest of the Vermont 
Medical Society at their annual meeting in October. 
He delivered an address on “What Every Doctor 
Should Know About Cancer of the Cervix Uteri”’. 


prolonged treatment 
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Medical Profession Honored in the Christmas 

Seals of 1938. 

Three physicians who rendered signal service to 
the cause of tuberculosis diagnosis and treatment «re 
honored in each sheet of 100 Christmas Seals dis- 
tributed by the Virginia Tuberculosis Association 
through its one hundred county and eighteen city or- 
ganizations. Three of the corner seals show por- 
traits of the following doctors: 

René Theophile Laennec, the French physician 
who in 1819 invented the stethoscope; 

Robert Koch, the German discoverer of the tu- 
bercle bacillus, who isolated the germ in 1882, and 

Edward Livingston Trudeau, the American phy- 
sician who in 1885 established modern sanatorium 
treatment of tuberculosis in the United States. 

The fourth portrait is that of Einar Holboell, the 
Danish postmaster who conceived the idea of raising 
money for tuberculosis by the sale of Christmas Seals. 

Last year $101,587 was realized from the seal sale 
in Virginia, and these funds expended for sanaterium 
treatment of indigent patients, X-rays for diagnosis, 
nursing service, pneumothorax treatments, rehabili- 
tation of arrested tuberculous patients and for cam- 
paigns to educate the public as to the nature and 
treatment of tuberculosis. In these campaigns the 
need of consulting physicians before development of 
symptoms was pointed out, and explanation given as 
to the importance of regular and thorough medical 
examinations to prevent the hazards of delayed diag- 
nosis. 

Last year Virginia lost 1,787 people from this pre- 
ventable and curable disease and the Virginia Tu- 
berculosis Association calls attention to the fact that 
it is still the leading cause of deaths between the 
ages of 15 and 45—years of greatest promise and 
usefulness. 


Dr. Hal Davis, 

Roanoke, recently returned from Boston where he 
took postgraduate work in Heart Disease under Dr. 
Paul White at the Massachusetts General Hospital. 


Dr. S. J. Beeken 

Has returned to Christiansburg, where he will be 
engaged in general practice. He has recently been 
with the State Health Department in Richlands. 
Dr. Edwin J. Palmer 

Has returned to Gardner, Mass., where he is con- 
nected with the Gardner State Hospital. He has re- 
cently been at Clay, Ky. Dr. Palmer is a graduate 
of the Medical College of Virginia, class of 734. 
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Dr. Joseph Horgan, 

Washington, D. C., delivered his Presidential Ad- 
dress before the Washington Medical and Surigcal 
Society on October 24, his subject being “The Surgi- 
cal Consideration of the Redundancies of the Colon”. 


Dr. Thomas M. Winn, 

Covington, was certified by the American Board of 
Ophthalmology at the examinations held in Wash- 
ington in October. 


American Public Health Association, South- 
ern Branch. 

Dr. J. N. Baker, Montgomery, Ala., was elected 
President of the Southern Branch of this Association 
at its meeting in Oklahoma City in November, and 
Dr. P. E. Blackerby, Louisville, Ky., secretary-treas- 
urer. 


Dr. D. Hunter Marrow, 

After spending the summer at his home in Boyd- 
ton, has returned to Daytona Beach, Fla., for the 
winter and early spring months. 


Dr. Thomas Wheeldon, 
Richmond, was recently elected to fellowship in 
the Society for Physical Medicine. 


The Fifth Postgraduate Course in Ophthal- 
mology and Otolaryngology 

Is to be at the University of Virginia on Decem- 
ber 6, 7,8 and 9. This series of lectures and clinics 
is sponsored by the University of Virginia and will 
be in the amphitheater and operating rooms of the 
School and Hospital. The lecturers and clinicians 
will be outstanding men in these specialties. There 
will be morning and afternoon sessions with luncheon 
and round table discussions between, and an in- 
formal dinner will be given at Farmington Coun- 
try Club on Wednesday, December 7, at 6:30 p. m., 
for all members and guests of the clinic. 

The fee for the entire course is $25.00 or $15.00 
for either part. Applications for registration should 
be sent to Dr. Fletcher D. Woodward, Box 1685 
University, Virginia, with a deposit of $5.00 to be 
applied to the registration fee. 


Southern Medicai Association. 

A.most excellent meeting of this Association was 
held in Oklahoma City, the middle of November, 
under the presidency of Dr. J. W. Jervey of Green- 
ville, S. C. There was a registered attendance of 
2,260 doctors, besides 585 ladies, exhibitors and visi- 
tors. Many affiliated societies, fraternities, and 
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alumni held meetings and reunions at this time. The 
scientific and technical exhibits were of a high order. 

The following Virginia doctors were registered: 

Dr. Vincent W. Archer, University. 
Dr. James W. Anderson, Norfolk. 
Dr. Wright Clarkson, Petersburg. 
Dr. C. E. Conrad, Harrisonburg. 
Dr. T. B. Ely, Jonesville. 

Dr. J. A. Gilmer, Big Stone Gap. 
Dr. H. B. Haag, Richmond. 

Dr. Fred M. Hodges, Richmond. 
Dr. A. A. Houser, Richmond. 

Dr. G. Foard McGinnes, Richmond. 
Dr. Thos. W. Murrell, Richmond. 
Dr. Allen W. Pepple, Richmond. 
Dr. Chas. H. Peterson, Roanoke. 
Dr. M. Pierce Rucker, Richmond. 
Dr. D. C. Smith, University. 

Dr. Oscar Swineford, University. 
Dr. Lee E. Sutton, Richmond. 

Dr. Porter P. Vinson, Richmond. 

Memphis, Tenn., was selected as the 1939 place of 
meeting and the following officers were elected: 
President, Dr. Walter E. Vest, Huntington, W. Va.; 
President-elect, Dr. Arthur T. McCormack, Louis- 
ville, Ky.; Vice-presidents, Dr. Henry H. Turner of 
Oklahoma City and Dr. William Hibbitts, of Texar- 
kana, Tex.-Ark.; Secretary-Manager, Mr. C. P. 
Loranz, and Editor of Journal, Dr. M. Y. Dabney. 
Both of the latter of Birmingham were re-elected. 
The executive committee includes Dr. William 
Thornwall Davis of Washington, D. C., Dr. Vincent 
W. Archer of University, Va., and Dr. Alphonse 
McMahon of St. Louis, Mo. 


Dr. Marion S. Love, 

Who has been at St. Elizabeth’s Hospital in Wash- 
ington, D. C., has returned to the University of Vir- 
ginia, where he is connected with the Department of 
Neurology and Psychiatry. He is a graduate of the 
University in the class of 1936. 


Lt.-Comdr. J. F. Terrell, (MC) U. S. Navy, 
Has advised that his mailing address is now 
U S.S. Northampton, care of Postmaster, San Pedro, 


California. 


The United States Civil Service Commission 

Announces open competitive examinations for 
Junior Medical Officer (Rotating Interneship) and 
Junior Medical Officer (Psychiatric Resident). En- 
trance salaries are $2,000.00 a year. Applications 
must be on file not later than December 13, and the 
necessary forms may be obtained from the Secretary, 
Board of U. S. Civil Service Examiners, at any first- 
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class post office, or from the U. S. Civil Service Com- 
mission, Washington, D. C. The exact title of the 
examination desired should be stated in the applica- 
tion form. 


For Sale— 

Doctor’s office equipment, consisting of examining 
table, aspirator, sterilizer and instrument table, de- 
tectomedic scales, baby scales, and small instru- 
ments for tonsil work and obstetrics. Also medi- 
cines and other equipment. Address Mrs. H. H. 
Green, Hillsboro, Va. (Adv.) 


Position Wanted— 

Contract or assistantship practice. Age forty, 
Gentile, married, sober and good mixer, class “A” 
graduate. Good reasons for seeking change. Refer- 
ences furnished and required. Strictly ethical and 
member of County, State and A. M. A. Address 
“X”. care this JOURNAL. (Adv.) 


Home and School for “Exception” Children. 

The Thompson Homestead School, located at Free 
Union, near Charlottesville, is especially adapted for 
the shy, nervous, retarded or unsocial child. En- 
rollment limited. For detailed information, write 
Mrs. J. Bascom Thompson, Principal, Free Union, 
Va. (Adv.) 


Home for Convalescences. 

A home for the care and treatment of chronic aged 
and convalescences has been opened at Arrington, 
Nelson County, Virginia, under the direction of Dr. 
and Mrs. Fred M. Horsley. Information upon re- 
quest. (Adv.) 





Obituary Record 


Dr. John Henry Neff, 

Nationally known scientist and professor of urol- 
ogy at the University of Virginia, died November 8. 
He was born in 1887 and received his degree in 
medicine from the University of Virginia in 1910. 
Dr. Neff had been with the University Hospital since 
his graduation, serving as intern, house surgeon, as- 
sociate professor of surgery, associate professor and 
professor of urology, being named to the latter posi- 
tion in.1916. He held membership in many organi- 
zations, ‘among them being the Council of the Ameri- 
can Association of Genito-Urinary Surgeons, Phi 
Beta Kappa, Sigma Xi, Pi Kappa Alpha, Phi Rho 
Sigma, Alpha Omega Alpha, and the Colonnade 
Club of Charlottesville. Dr. Neff was also an active 
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member of the Medical Society of Virginia and for 
a number of years served on its Publication and 
Program Committee. Besides his wife, he is sur- 
vived by two sons and a daughter. 


Dr. Hunter Boyd Spencer, 

Prominent roentgenologist of Lynchburg, died No- 
vember 12, after an illness of three years. He was a 
native of King and Queen County and fifty-five years 
of age. Dr. Spencer received his medical degree from 
the former University College of Medicine, Rich- 
mond, in 1907. He had practiced in Lynchburg for 
the past ten years, having gone there from Staunton. 
He was a member of a number of medical associa- 
tions and had been an active and interested member 
of the Medical Society of Virginia for thirty years. 
He is survived by his wife and four children. 

Dr. Norman Walter File, 

Lynchburg, died November 4, having had a stroke 
of paralysis several days before. He was a native of 
Buckingham County and fifty-four years of age. Dr. 
File graduated from the former Baltimore Medical 
College in 1908. He had practiced in Lynchburg 
since 1919 and specialized in eye, ear, nose and 
throat work. He was a Mason and a member of the 
Medical Society of Virginia. His wife survives him. 


Dr. Wellford Bohannon Lorraine, 

Well known Richmond homeopath, died Novem- ° 
ber 12, following a brief illness, although he had 
been in failing health for several months. He was 
fifty-eight years of age. Dr. Lorraine studied at the 
Medical College of Virginia and graduated from the 
Hahnemann Medical College and Hospital in Chi- 
cago in 1906. He was prominent in fraternal and 
church activities, and was a former president of the 
Southern Homeopathic Medical Society. His wife 
and two daughters survive him. 


Dr. Daniel Trigg, 

Bristol, died November 4, after a brief illness. 
He was sixty-one years of age and graduated from 
the Medical College of Virginia in 1903. Dr. Trigg 
was formerly a member of the Medical Society of 
Virginia. His wife survives him. 

Dr. Humie Lee Horton, 

Formerly of Richmond, died in Raleigh, N. C., 
October 27, following a brief illness. He was a 
native of North Carolina, forty-one years of age, and 
a graduate of the Medical College of Virginia in 
1923. Dr. Horton is survived by his wife and two 


children. 
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